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Introduction to the portfolio
This portfolio contains academic, clinical and research work submitted in partial 
fulfilment of the PsychD in Psychotherapeutic and Counselling Psychology at the 
University of Surrey. This work reflects a wide range of material that I have been 
engaging with throughout my three years training; however, although it should stand 
alone as a comprehensive account of my learning and practice it is also inseparable 
from myself -  the person. Therefore, in order to introduce myself and my motivations 
for training as a counselling psychologist, I have thought about key factors that I 
believe have influenced my own development and choice of career.
I am the eldest of three children bom into a traditional but not orthodox Jewish 
family. My parents have strong family and community ties and I have been fortunate 
to grow up supported by warm, stable and reliable relationships. During my early 
years of secondary school, I began to form a circle of friends, many of whom are still 
amongst my closest friends today. It was, however, through these relationships that I 
began to understand that others have different experiences growing up. During this 
time I started to think more about how our formative relationships and life 
experiences had affected our subsequent development and I believe this helped to 
spark a fascination with psychology and psychotherapy.
Ever since my teenage years I felt that psychology was asking life’s most interesting 
and important questions. The more I read and talked to people in the field, the more I 
became aware of the amount psychological theory had to contribute towards an 
understanding of psychological health as well as towards an understanding of society 
at large. It was this interest in both the intra-psychic as well social factors around me 
that led me to study social psychology as an undergraduate. Possibly due to my 
experiences of managing the tensions between belonging to both a minority religious 
group as well as to a majority English cultural group, I became interested in social 
psychological theories of prejudice, group behaviour and conformity. My 
undergraduate research project explored ‘conformity’ through the way people can be 
influenced by the perception of ‘expertise’ in others. Looking back, this was the
beginning of an interest in power dynamics in relationships, an interest which was a 
factor in later drawing me to counselling psychology.
I believe my approach to people may also be partly influenced by my experience of 
attending a progressive secondary school. I was encouraged to reach my potential at 
my own pace based on the quality and equality of the relationships between pupils 
and teachers. I was able to take this philosophy forward when I later worked for a 
year teaching English in a large secondary school in France and then back in London 
where I worked for two years as a nursing assistant and then for a further two years as 
an assistant psychologist in medium secure hospitals. I helped to develop a more 
therapeutic ward environment and noticed how positive change can occur when both 
staff and clients are involved in creating and maintaining their own community, 
engendering a sense of belonging and purpose.
I have always had an interest in the way that the mind and the body interact which 
possibly developed as a consequence of having a serious back operation at 9 years of 
age. I later followed my interest by completing a Masters in Health Psychology where 
I undertook my research within the field of ‘developmental psychoneuroimmunology’ 
where I looked at interactions between psychological stress and immune system 
functioning in nursery school children. I was also particularly fascinated by research 
looking at how early relational trauma could affect the developing child’s 
neurobiological system leading to a vulnerability to developing later psychological 
difficulties. In addition, I was interested by research looking at how the quality of the 
relationships between medical staff and patients could speed recovery time in 
hospitals. During this year, my belief in the importance of ‘relationship’ deepened 
from learning that so much damage can occur (as well as opportunity for healing and 
change) both within the mind and the body.
What may have started as a reaction against my parents’ social and cultural 
expectations of me developed into a passion for experiencing difference and diversity.
I have always enjoyed the challenge of independent travel and am open to the varied 
perspectives on life that came through connecting with a wide range of people. During 
the time I worked in two medium secure hospitals in inner city London, I was
increasingly struck by some fundamental similarities. Most clients had experienced 
severe childhood trauma and abuse and had been diagnosed with schizophrenia or 
personality disorder yet it was clear that within therapeutic relationships and a 
therapeutic environment, people can be supported to find it within themselves to make 
positive changes. During this time, I had the opportunity to attend a weekly staff 
support group facilitated by a group psychoanalyst and through these meetings and by 
attending ward rounds I developed an interest in group dynamics and professional 
identity which I was able to later explore in my doctoral research. However, it was 
also a real ‘eye opener’ into the way that institutions and teams function under 
stressful conditions. In addition, I found the emphasis on a ‘medical model’ approach 
to working with clients, (where more attention seemed to be given to diagnosis and 
medication than to developing therapeutic relationships), frustrating and often 
contributed to further distress and suffering in clients. I felt that there must be another 
way.
I believe that this search for ‘another way’ drew me to train as a Counselling 
Psychologist. In particular, I felt that its humanistic value base embodied all that I had 
found to be so essential in working with people. I resonated with its de-pathologising, 
phenomenological approach to therapy and its emphasis on deconstructing 
professional ‘expertise’ in favour of focusing on the client’s experience and the 
therapeutic relationship. Further, I believe that by incorporating these values into my 
practice, this has developed into a strong ethical dimension that runs through my 
clinical work. On a similar note, prior to training, I realised how important it was to 
expand self-awareness and personal development and I was drawn to the emphasis on 
personal therapy and reflective practice that is integral to counselling psychology.
Academic Dossier
The academic dossier contains three essays. Each essay reflects a particular area of 
interest which I chose to investigate further in order to enhance my theoretical 
understanding of aspects of my clinical work at that time.
The first essay I have presented is entitled ‘To what extent can ageism affect the way 
in which Counselling Psychologists work with older people?’. I wrote this essay as 
part of a module on life span development and in preparation for starting a placement 
working with older adults in my first year. I had been struck by the ambivalence of 
some people (including older members of my family) towards working therapeutically 
with older people and I wanted to explore further where negative attitudes may stem 
from. Starting from a theoretical perspective of ageism, this essay moves on to 
explore ageism from the perspective of popular stereotypes and other factors that can 
affect the way that clinicians work with older people. In addition, implications for 
training and practice were considered.
The second essay: ‘Narcissism: Theoretical conceptualisation and implications for the 
therapeutic relationship’, critically examines the theories of narcissism proposed by 
Heinz Kohut and Herbert Rosenfeld. During my second year psychoanalytic 
placement, I developed an interest in narcissism through my clinical supervisor who 
frequently conceptualised my client’s difficulties in terms of a narcissistic 
disturbance. I chose to critically reflect upon the theories of Kohut and Rosenfeld as 
they seemed particularly relevant to my clinical work at the time. This essay is 
illustrated with examples from my clinical practice.
The third essay: ‘In cognitive therapy, how would the therapist understand and work 
with difficulties that arise in the therapeutic relationship? Illustrate with examples 
from your own practice’, looks at some of the historical and more recent 
developments in cognitive therapy with regards to the therapeutic relationship. I was 
inspired to write this essay during my third year cognitive behavioural therapy (CBT) 
placement when I was experiencing difficulties in working with the therapeutic 
relationship with some clients and I wanted to learn more about how these difficulties 
can be directly worked with.
Therapeutic Practice Dossier
The therapeutic practice dossier relates to clinical practice and contains a brief 
overview of my placements and the client groups that I worked with. For all my 
placements, I chose to work in secondary care within the National Health Service 
(NHS). This was because firstly, I wanted to develop my skills working with the more 
‘severe and enduring’ client groups where there is more time available to develop a 
therapeutic relationship. Secondly, I value the experience and learning that can be 
gained from working within a multi-disciplinary team -  I find this environment 
enormously enriching and thought provoking.
My first year placement was working within the context of a Community Mental 
Health Team (CMHT) for older adults. During this year, my main theoretical 
orientation for individual work was person-centred psychotherapy. In addition, I co­
facilitated an anxiety management group using the principles of Cognitive 
Behavioural Therapy (CBT). My second year placement was working within a 
psychotherapy clinic for adults who were referred for longer term work. My main 
therapeutic orientation was psychodynamic psychotherapy. In my final year, I worked 
in a CMHT for adults where my main therapeutic orientation was CBT.
This dossier also contains my final clinical paper which explores my ongoing personal 
and professional development and approach to practice.
Research Dossier
The research dossier presents my research, which evolved naturally over the three 
years, fed by my personal, academic and clinical interests and experiences. A 
statement on the ‘use of self in the research follows each study, which is designed to 
alert the reader to my personal involvement with the research topic and to my 
experiences of conducting the research.
The first year literature review is entitled: ‘A Critical Evaluation of the Person- 
Centred Approach to Understanding Psychopathology’. .Having been drawn to 
counselling psychology because of its humanistic roots and its critical stance towards
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a medical model view of psychological disturbance, I was interested in examining 
how a person-centred approach can be helpful to people with more severe and chronic 
psychological difficulties. This was a particularly pertinent area to explore for my 
own professional identity as well as linking strongly to my clinical practice where I 
was working with people diagnosed with a severe and enduring mental health 
difficulty, using a person-centred therapeutic model. In light of this, it was useful to 
explore new developments in person-centred thinking in respect of the management 
of tensions arising from working within a humanistic framework and within a 
predominantly medical model context.
The current debates around psychopathology and the person-centred approach echoes 
those going on within the profession of counselling psychology. I therefore was 
interested in what happens to the humanistic roots of Counselling Psychologists once 
they qualify and work in the NHS. My second year research was entitled, 
‘Counselling Psychologists’ experiences of working in the National Health Service 
(NHS): An Interpretive Phenomenological Analysis of Professional Identity Threat 
and its Management. This allowed me to explore empirically the experiences of 
Counselling Psychologists working within ‘severe and enduring’ mental health and to 
examine strategies for managing ‘threats to professional identity’ that can be 
prevalent within this context.
My final piece of research entitled: ‘A Discourse Analytic Study of the Ways in 
which Psychological Knowledge is Constructed and Negotiated amongst 
Psychological Therapists in the NHS’, allowed me to build on my interest in 
professional identity, team dynamics and institutional processes within the NHS, all 
of which can interact profoundly with clinical work with clients. My previous 
research and clinical experiences have heightened my awareness concerning issues of 
‘power’ related to types of ‘knowledge’ and ‘therapeutic practices’ and discourse 
analysis -  with its social constructionist epistemology, allows for an analysis of these 
issues within a psychology team within the NHS.
It is hoped that my research, academic work and therapeutic practice demonstrates 
and reflects my own personal, professional and academic development as I have
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grown over the three years. I feel privileged to have had the opportunity to undertake 
this training and believe that my work reflects a passion and commitment for ethical 
practice.
N.B. The details of individual clients have been changed and pseudonyms have been 
used throughout this portfolio in order to protect client and research participants’ 
confidentiality.
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Introduction to the Academic Dossier
This dossier presents three selected essays that were submitted during the course. The 
first essay is concerned with a general exploration of ageism and the ways in which 
ageism can affect the way that Counselling Psychologists work with older people. The 
second essay critically evaluates psychoanalytic theories of narcissism and is 
illustrated with examples and reflections from my own practice. The third essay 
discusses how a therapist can understand and work with difficulties that arise within 
the therapeutic relationship and is illustrated with examples from my own practice.
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To what extent can ageism affect the way in which Counselling Psychologists
work with older people?
Butler (1969) introduced the term ageism to describe a form of prejudice, similar to 
racism or sexism, with respect to age. Butler’s (1995) definition presents ageism as “a 
process of systematic stereotyping and discrimination against people because they are 
old” (p.4). According to Butler, younger generations see older people as different 
from themselves and this perception can lead to discrimination and prejudice. So, in 
the narrow sense, we experience ageism through being judged to be old. In contrast, 
we experience it in the broader sense through being made aware of age and through 
being judged according to how we are ageing. In both senses, age is being measured.
The term ‘older’ can be defined quantitatively based on chronological age or 
qualitatively based on characteristics associated with being older which may change 
depending on the definer. Different chronological ages are used to define older people 
in the literature, but over 65 seems to be commonly used (Atkins et al, 2004). The 
Department of Health (2001) defines people entering into old age as those who have 
completed their career in paid employment or child rearing. This is a socially 
constructed definition which may include those as young as 50.
So ageism, like racism and sexism, can be rooted in the social identity of the 
individual, both a bureaucratically managed identity and an identity conveyed by the 
physical appearance of the body. When people are identified as old they can be 
categorized as senile, rigid, old-fashioned and inferior (Bytheway, 2005). It is also 
common to assume that old age inevitably brings ill health (Fennell, et al 1988). It has 
been argued that negative stereotypes of ageing, such as forgetfulness, contribute to a 
lack of tolerance towards older people (Hayes et al 2002). If a community perceives 
older people as burdens, it can fail to offer them constructive roles; older people, in 
turn may experience declining prospects and perceive themselves as second class 
citizens and, as a result, become less active, less motivated and less involved (Eweka, 
1994). Although there are positive correlations between chronic illness and increasing 
age, this nevertheless should not preclude the wider picture of average or normal 
functioning (Clarke, 2005). Recent literature highlights the social and attitudinal 
barriers that can result in services for older people being under-funded and under
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resourced, their condition of poverty, ill health or disability being overlooked and not 
being responded to (Clarke, 2005). The National Service Framework for Older People 
(2001) set out an agenda directed at rooting out age discrimination, providing person- 
centred care, promoting health and independence and fitting services around people’s 
needs. The report noted that less than half of the areas researched had specialist teams 
for dealing with elderly mental illness and that special training was in urgent need for 
review and development. Despite public policy initiatives, strategies for 
implementation on the ground need to be followed through.
Nelson (2005) points out that research on ageism is only about one-tenth of that 
devoted to racism and acknowledges that it is a relatively young and uncharted field 
of research. One explanation put forward is that age prejudice in this country is one of 
the most socially condoned and institutionalised forms of prejudice, such that 
researchers may tend to overlook it as a phenomenon to be studied (Nelson, 2005).
Many people do not admit to themselves that they are ‘old’, primarily because they do 
not perceive their own lives as problematic. Despite more people living longer and in 
better health, old age continues to be perceived as a time of doom and gloom. What is 
often not ftilly understood is the extent to which society influences and is influenced 
by these attitudes to ageing (Davidson, 2002).
Research has shown that health care professionals are just as likely to be prejudiced 
against older people as other individuals (Nelson, 2005). In an introduction to a 
special section devoted to psychological therapy with older adults. Woods (2003) 
highlighted that there is no reason why psychological therapies developed for adults 
should cease to be relevant at some arbitrary age cut-off. However, there is data 
suggesting that older people are less likely than younger people to receive 
psychological services and therapy and studies of psychological therapy continue to 
exclude older participants. Additionally, recruiting motivated, qualified health care 
professionals to work in the speciality of care of the older adult has been consistently 
problematic in most health care professions including Psychology (Woolfe et al 1997 
& Lee et al 2003). There is a debate in the literature as to the extent that this may be 
attributed to ageism. This essay will examine some of this literature in order to assess
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the extent to which ageism affects the ways in which Counselling Psychologists work 
with older people.
A theoretical perspective on ageism that is derived from ‘terror management theory’ 
suggests that working with older people may present the therapist with an existential 
threat (Martens et al, 2005). Older people remind us that death is inescapable, the 
body is fallible and that the ways in which we manage self esteem through the 
attainment of physical strength or beauty are fleeting. Thus negative attitudes and 
behaviours directed towards older people can be driven by our own fears of ageing 
and death. It is important therefore that clinicians are given appropriate training and 
supervision in order to facilitate awareness of fears, negative attitudes and anxieties 
that if unacknowledged may interfere with the therapy.
Another theory attempting to understand ageism is social categorisation theory 
(Bytheway, 2005). Social categorisation, theory suggests that because age is 
constructed in terms of categories, for example, ‘adolescence’, ‘mid-life’ and ‘old- 
age’, it creates an ‘us versus them’ differentiation. Bytheway (2005) suggests that 
belonging to a particular age category fosters ideas about sameness and difference. It 
was found that people exaggerate how others of the same group are similar and view 
people from different groups as very different. Ageism can therefore occur when 
people are judged by their inclusion in a certain age category as opposed to on a more 
individual basis and this can lead to stereotyping.
There are at least three implications that stem from popular stereotypes of older 
people (Thomas 1990). First, stereotypes can influence the way in which the public 
treat older people. Therefore, therapists need to understand the ways in which society 
may make life difficult for the older person. As with any client, it is important to 
consider the social context that may impact on any presenting emotional or 
behavioural problems. As well as enhancing empathy, this can assist in assessing 
whether the client is being realistic about being discriminated against or whether there 
may be a psychologically important level of suspiciousness or paranoia (Knight, 
1986). Second, if older people internalise such ageist stereotypes, they may think and 
behave in ways that are maladaptive. Clarke (2005) highlights that if the belief that
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physical and cognitive decline is inevitable is internalised, then someone may be less 
vocal in declaring their needs. Therapists need to be aware of this process in order to 
challenge stereotypical thinking, if appropriate. Third, the attitudes and approaches of 
the counsellor can be affected by how they have interpreted common perceptions of 
older people. The majority of studies investigating attitudes towards working with 
older people have tended to find negative attitudes (Cook 2002). Lee et al (2003) 
investigated Trainee Clinical Psychologists’ attitudes in the United Kingdom. The 
results suggested that trainees believe that clinical psychology has less to offer older 
people than other age groups. Responses contained evidence of ageism and fear of 
ageing and death. Just under half the trainees perceived older people to be more 
resistant to change, inflexible to new ideas and rigid. Additionally, there was a 
perception that change is pointless, as people are nearing the end of their lives. 
Considering that trainees are the future Psychologists of this country it is vital that 
stereotypical attitudes are challenged in order to improve psychological services for 
older people. For this reason, it is imperative that Counselling Psychologists’ attitudes 
are investigated too. Woolfe et al (1997) initiated this process with counsellors in a 
small scale qualitative study. Results suggested that counsellors see older people in a 
narrower and less rounded way than clients in their own age group. It was highlighted 
that results should be treated with caution as they may be influenced by the fact that 
participants in all age groups work with relatively few older clients. In another small 
scale qualitative study examining how psychotherapists experience working with 
older clients, there was some anger expressed as to how older people were viewed, 
together with feelings of wanting to challenge and change attitudes seen as unhelpful 
to their clients (Atkins, 2004).
The stereotype of ageing as a period of biological and psychological decline can lead 
to apathy in diagnosis and therapeutic intervention (Clarke, 2005). Dementia can be 
over-diagnosed in medical and psychological services. 95% of over 65s do not have 
severe or even moderate cognitive impairment (Clarke, 2005). Depression is 
especially under-diagnosed (The Department of Health, 2001). It can be seen as a 
normal part of ageing and ignored rather than as serious difficulty which may benefit 
from psychological therapy (Arean et al, 2001).
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If ageism means the unwarranted application of negative stereotypes to older people 
then Counselling Psychologists may be equally at risk of allowing their attitudes to 
either affect their clinical work or deter them from working with this age group. 
However, throughout our training and professional career, there is an emphasis on 
personal reflection through therapy and supervision where there are many 
opportunities for our attitudes to be explored and challenged. Yet, unlike Clinical 
Psychologists, there are limited opportunities for supervised training placements with 
older adults and lack of exposure and experience with the client group may increase 
the likelihood of trainees relying on stereotypical thinking.
The literature highlights ‘countertransference’ as another factor which may affect the 
way in which psychological therapists work with older people. In therapy, 
countertransference represents the therapists’ perception of a relationship with the 
client that is not based on the reality of the relationship or the client’s actual 
characteristics (Knight, 1986). In parental countertransference, the client may remind 
the therapist of their mother or father. This may lead to responses which distort 
clinical judgement; for example, over-commitment to seeing a client change, 
irrational anger with a client or feeling wounded if the client questions their expertise. 
Grandparent countertransference can enhance positive feelings for the client and the 
older person can be perceived as vulnerable and in need of protection. Thus, alongside 
personal reflection of ageist or stereotypical attitudes. Counselling Psychologists need 
to be aware of their own countertransference in order to work effectively with older 
people.
Empirical studies examining ageism in psychological therapists have been found to be 
problematic. Studies assume a direct relationship between attitudes and observable 
behaviour, quantitative methods dominate investigations and findings from various 
studies conflict with one another (Cook, 2002). Knight (1986) questions the 
uniformity of therapists’ ageism. He highlights clinicians including Carl Jung and 
Erik Erikson who argued for a more balanced view of life span development in 
relation to older adults and points out that as therapy has developed over the last 
century, it has become oriented towards understanding the person as they are now 
within their social context. A critical review of ageism in mental health and health
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care in the United States (Robb et al, 2002) found surprisingly little empirical 
evidence for age bias among professionals. They suggested that systemic factors such 
as accessibility, assignment of staff within an agency to work with older people and 
reimbursement policies may contribute to the poor uptake of services. In addition, 
poor uptake of psychological services may be in part related to older people’s 
attitudes towards therapy. They may have had less exposure over their lifespan to 
psychotherapy and outpatient mental health services than younger people. They may 
not have a clear idea of what therapy entails or may relate it to images of the old 
fashioned asylums (Knight, 1986).
As fewer therapists are trained to work with older people, the client may encounter a 
therapist who becomes nervous in dealing with an older person, who may wonder if 
the client has dementia and who may feel that depression and even suicide are 
understandable responses to being old (Knight, 1986). This may have a negative 
impact on the therapeutic encounter. However, this outcome may be related to a lack 
of expertise and anxiety rather than prejudice. Nevertheless, empathie understanding 
can be more difficult than with other client groups if a younger therapist has had little 
exposure to working with older people (Biggs, 1989).
Nelson (2005) says that it is unclear whether there is a strong ageist bias amongst 
mental health professionals. He argues that therapists are more influenced by 
misconceptions about normal ageing processes and that this can be addressed in 
clinical training.
Conclusion
Although research on ageism is gaining momentum, clearly more is needed in such 
areas as examining age interactions between counsellors and clients, perceptions of 
older clients, late life issues amongst counsellors and perceptions of counsellors and 
counselling by older people (Woolfe et al, 1997). Small scale qualitative studies 
support the growing literature highlighting evidence of ageism among psychological 
therapists. Larger qualitative studies in this area are needed.
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Nevertheless, therapists do not have to be ageist in order for ageism to impact on the 
work that they do with older people. An awareness of ageism and prejudice coming 
from outside the consulting room is important in order to understand and empathise 
with the concerns that older people may bring. It is equally important to be in a 
position to challenge internalised ageist stereotypes that may impact negatively on a 
client’s psychological and physical health. Furthermore, therapists need to be aware 
of their own ageist stereotypes, fears of death and deterioration as well as their own 
countertransference. Such awareness is to minimise the negative impact that these 
factors can have on recruitment, diagnosis, empathie attunement and the therapeutic 
relationship with older people.
Counselling Psychology places strong emphasis on personal reflection, which 
provides opportunities to question assumptions about age and ageing and recognise 
and confront bias. It also advocates phenomenological practise, including the aim of 
understanding the client as a human being, rather than as a diagnostic classification or 
other category such as age. Ultimately, there clearly needs to be more emphasis given 
in clinical training to older adult issues in order to improve the quality of services that 
Counselling Psychologists are well placed to deliver.
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Narcissism: Theoretical understanding and implications for the therapeutic
relationship.
Introduction
The myth of Narcissus and Echo, as recounted by Ovid, depicts many aspects of 
narcissistic disturbance (Motion, 1993). Narcissus came from a traumatic background 
whereby his mother Liriope, was raped by the river god Cephisus. He generated envy 
in others (projective identification) and yet remained unreachable and unobtainable 
(protective withdrawal). He treated Echo and his admirers sadistically and Echo 
became masochistically enslaved (underlying hatred of libidinal attachment and 
denigration of others). Just as Echo echoes and mirrors Narcissus’s words. Narcissus 
is captivated by his reflected image at the pool (White, 2006). Of central importance 
is the theme of reflection and illusion (Mollon, 1993). Narcissus’s recognition that it 
is his self that he is trying to reach and that it is unreachable leads to despair and 
death. This myth is particularly relevant to a psychoanalytic conceptualisation of 
narcissism as Narcissus died because he could not turn towards a real object from 
whom he might have been able to get what he really needed (Segal et al 1991).
In recent years, there has been a growing interest in issues of narcissism in 
psychoanalysis. This interest in narcissism has found its way into popular culture as 
well, with the term used to describe someone who is self-preoccupied, vain and 
indifferent to the needs of others. Although these descriptions have some bearing on 
the clinical applications of the term, they are in some instances misleading (White, 
2006).
However contemporary the interest in narcissism may be, it was Freud in 1914 who 
outlined its importance in pathology, in everyday life, in love and in normal 
development (Sandler et al 1991). Freud explains that it was his interest in 
schizophrenia that led him to explore narcissism. He observed two fundamental 
characteristics: megalomania (grandiosity) and a corresponding withdrawal of interest 
from the outside world. Much of Freud’s model is framed in terms of an economic 
model, to do with the quantity and distribution of libido (Mollon, 1993). Therefore,
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libido that is normally directed towards relationships (object-libido) becomes 
withdrawn and redirected to the self (ego-libido). Freud hypothesised of the existence 
of a primary narcissism, a narcissism that exists from birth, citing as evidence the 
omnipotent thinking observed in children and ‘primitive peoples’. Melanie Klein 
(1946) debated the existence of primary narcissism and argued that babies relate to 
others from the beginning of life and as a consequence, narcissism is a secondary 
phenomenon: a regression to a phantasied merger with an idealised internal object. 
This conflict represented a theoretical shift away from the human drive to satisfy our 
instincts, towards an understanding that humans are motivated by a need to engage in 
human relationships. In Kleinian theory, narcissism is seen as a withdrawal of libido 
from others, towards some form of self-idealisation as a consequence of trauma, 
deprivation or disturbed parenting. A narcissistic structure is therefore a defence 
against psychic annihilation (White 2006).
The term narcissism tends to be used today in at least three different senses -  in its 
popular usage; as a concept used to describe deep structures of mind and pathology; 
and as a clinically diagnostic term (White, 2006). Steiner (1993), in his review of 
narcissistic object relations and pathological organisations of the personality, 
comments that the literature on narcissism is vast and has been looked at from many 
different points of view. White (2006) highlights that until Symington’s Narcissism -  
a new theory (1993), Kohut, Kemberg and Rosenfeld’s theories represented the chief 
polarities around which debates about narcissism waged. This essay will focus on the 
theories of Kohut and Rosenfeld as it was felt that they have particularly helped in my 
clinical practice.
Heinz Kohut
Heinz Kohut’s self psychology developed out of his work with patients with 
narcissistic disorders. He described a group of his patients who suffer feelings of inner 
emptiness, low self-esteem, lack of initiative and disruption in their sense of inner 
cohesion and continuity (Mollon, 1993). Kohut (1977) found that patients’ difficulties 
were insufficiently captured by drive theory, ego psychology and object-relations 
theory (Lemma, 2003). He explained that there was only one way that would lead to
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progress, direct observation of clinical phenomena and the construction of new 
formulations that would accommodate observations. Unlike Freud who believed that 
narcissistic patients were not amenable to psychoanalysis because they were too self- 
absorbed with the positive transference thought necessary for treatment, Kohut 
believed that with adaptations to analytic technique, patients could be helped 
(Lemma, 2003).
What Kohut found in the analyses of his patients was that their expectations, needs, 
demands and fantasies manifested themselves in two types of transference; mirror 
transference and an idealising transference. Firstly, patients expressed their need for 
someone to serve as their echo. In the mirror transference, the therapist matters only 
to the extent that they could or could not be available to affirm, approve, admire and 
bolster the self-esteem of the patient (Omstein, 1991). According to Kohut, approving 
responses are essential for normal development. A failure of parental empathy when 
the child is in need of a mirroring response, contributes to a difficulty in maintaining a 
sense of wholeness and positive self-esteem (Lemma, 2003). Kohut used the term 
‘selfobject’ to describe the mirroring function the other provides for the self. He 
suggested that ‘selfobjects’ are needed throughout our lives to assist us in emotional 
survival. Whenever the patient is disappointed in his expectations of the therapist as is 
inevitable, the disruptions in the transference were reflected either in the return of 
disturbed behaviour or in fragmentation. Analysis would focus on helping the patient 
to understand the immediate precipitating cause of the disruption -  commonly related 
to some form of unempathic response by the analyst (Omstein, 1991).
The idealising transference is expressed in the need of patients to attach themselves to 
the therapist by putting him on a pedestal and experiencing him as all knowing, all 
powerful and perfect (Omstein, 1991). Kohut argued that an important aspect of 
development is the opportunity for the child to be able to idealise the parental figures, 
who in tum provide a model worthy of idealisation (Lemma, 2003). When parents fail 
to provide for their child’s narcissistic needs, the child’s perception of themselves as 
omnipotent and of their parents as perfect becomes dismpted and they are unable to 
replace their omnipotent self representation with a more realistic sense of self 
(Lemma, 2003). Just as a child needs the presence of a powerful parent to feel
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soothed, the patient needs to experience the therapist in a similar way. Again, here 
too, disappointments are inevitable and narcissistic rage can ensue. However, if 
regressive swings are empathically interpreted and if the reactivated idealising 
transference can be held in therapy with a tolerable pace of disillusionment, then 
change can take place (White, 2006).
Kohut argued that these transferences must be held by the analyst without premature 
interpretation. The therapist is in part providing an empathie reparative relationship 
based on the understanding that this was deprived at vital points in the patient’s early 
development.
Clinical Material
An example of the development of a mirroring and an idealising transference can be 
found in my clinical work with Paula. Paula describes difficulties in her intimate 
relationships with men and in her social and work relationships. She describes how in 
the beginning everything appears to go very well; however, she can quickly feel under 
attack from others and reacts by cutting people out of her life. This way of relating to 
people can also be understood by Klein’s (1946) paranoid schizoid position. The 
schizoid object relations she describes are of the type that would today be termed 
“narcissistic” (Segal et al 1991). Paula described her mother as emotionally distant, 
violent and unavailable. Her father was also violent and absent for long periods of 
time. She found a role for herself in the family of trying to help the family, by getting 
them to talk about their problems and to go for family therapy; however, she always 
felt thwarted in her attempts.
From the beginning of therapy, Paula made it clear that therapy was an important 
place for her to feel understood and not judged. She would tell me that therapy was a 
highlight of her week and made me feel that my interpretations were spot on and that 
she had been thinking about what I had said throughout the week. In fact she gave me 
the impression that my interpretations and empathie reflections were like food for a 
starving child at times -  nourishment that she could savour and that would keep her 
going in between sessions. According to Kohut, Paula would need this idealisation for
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an extended period of time. She was deprived of idealised infant - parental 
‘selfobjects’ and did not appear to experience adequate mirroring in her early 
development. Kohut (1977) would argue that there was not enough early narcissistic 
‘fuel’ to build up her ‘self and this has denied her the opportunity to merge with an 
omnipotent ‘selfobject’ and deprived her of the opportunity to build up psychological 
structures to cope with anxiety. She is therefore reliant on her external object 
relationships to make her feel worthy and important. However, she is prone to 
narcissistic rage if these objects do not fulfil her expectations. We are about six 
months into therapy and Paula is just starting to explore her fears about opening 
herself up to me and depending on me. She is starting to speak about an envy of me 
which underlies the idealisation and a fear that if negative feelings about me should 
surface then this would destroy our relationship. Kohut may have argued that Paula 
may not have felt safe enough to start to explore these conflicts and underlying 
hostilities with me if she had not experienced the integrative effect of a period of 
idealisation and mirroring.
Unlike classical Freudian and Kleinian theory, Kohut placed importance on the early 
disturbances of parenting on later psychopathology and emphasised the need for the 
therapist to be anti-authoritarian and empathie. However, Kohut was criticised by the 
classical analytic community for his innovations in technique. White (2006) argues 
that Kohut’s theories are problematic because they rest solely on a libidinal view of 
narcissism - that is the need to love or over value oneself in compensation for being 
deprived of an infant/parent idealising experience. The negative transference is not 
analysed, nor is the hostility towards the object with its associated defences.
Symington (1993) believes that there is a good deal of confusion in Kohut’s theory. 
He points out that Kohut fails to explain how an empathie ‘selfobject’ is internalised. 
He asks if it is instinctual, what is the instinct that determines it? Is it an instinct that 
takes in the good and rejects the bad automatically? Kohut’s theory has not given a 
place for internal determinants - because all negatives are located externally to the self 
and the patient is left totally dependent on external sources of approval and 
affirmation, Symington suggests it is a paranoid theory. In addition, Symington 
(1993) argues that Kohut does not put enough emphasis on the patient’s own
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capacities and ability to choose their own direction. It is the therapist’s job to 
understand and illuminate the patient’s inner world; however, it is the patient who 
chooses on some level to correct the experience through inner mental activity. As 
turning away from ‘the other’ is a choice, this can be reversed and the patients can 
choose to tum towards ‘the lifegiver’.
Herbert Rosenfeld
According to Britton (2000) no one contributed more to the psychoanalytic 
understanding of narcissism and narcissistic disorders in the second half of the 
twentieth century than Herbert Rosenfeld. Rosenfeld (1964, 1971, 1987) concentrated 
on the most severe and fragmented forms of narcissistic stmctures which post- 
Kleinians consider to underlie addictions, perversions and borderline states (White, 
2006). Rosenfeld thought it important to distinguish between narcissistic states in 
which libidinal aspects predominate, from those where the destructive aspects of 
narcissism predominate (Britton, 2000). In his 1971 paper ‘An investigation into the 
aggressive aspects of narcissism’ he emphasised Freud’s distinction between the life 
and death instinct and suggests that the death instinct can not be observed in its 
original form, since it always becomes manifest as a destmctive process directed 
against objects and the self. He highlights that these processes appear to operate, in 
their most virulent form, in severe narcissistic conditions. In destmctive narcissism, 
self-idealisation plays a cmcial role but in the form of idealisation of onmipotent 
destmctive parts of the self directed against any positive libidinal relationship. 
Consequently, any libidinal part of the self which experienced the need for an object 
and the desire to depend on it is attacked (Rosenfeld, 1971). The destmctive 
omnipotent parts of the self often remain disguised and have a powerful effect in 
preventing dependent object relations and in devaluing external objects. Rosenfeld 
believes this accounts for the apparent indifference of the narcissistic individual 
towards external objects and the world.
Rosenfeld (1971) describes how the destmctive narcissism of patients appears 
frequently like a highly organised powerful gang which exerts a destmctive hold over 
the rest of the personality. Its presence reflects a great resistance to treatment and the
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likelihood of a negative therapeutic reaction. To change and to receive help implies 
weakness and is experienced as wrong or as a failure by the destructive narcissistic 
organisation which provides the patient with his sense of superiority. In patients 
where there is this strong resistance to therapy, only a very detailed exposure of the 
narcissistic system enables progress to occur. According to Rosenfeld (1971), it is 
important to help the patient to find and rescue the dependent sane part of the self 
from its trapped position inside the narcissistic structure, as it is this part which is the 
essential link with the positive object relationship to the analyst and the world. The 
patient can gradually become more aware of the gang formation inside which is 
preventing him from growing and developing.
Rosenfeld (1987) further clarified two aspects of narcissism, identifying thick-skinned 
and thin-skinned narcissists. Both groups use their psychological structure to maintain 
a feeling of safety (Bateman, 1998). The thick skirined narcissist is ‘object- 
destroying’ as already described above. The thin-skinned narcissist is more 
vulnerable. The patient feels ashamed of himself, feels sensitive to rejection and 
judges himself as inferior to others. Rosenfeld warns against interpreting destructive 
narcissistic parts in this patient as interpretation may inhibit his ability to build up 
satisfactory object relationships and may puncture his vulnerable sense of self. 
Bateman (1998) argues that in many patients a division between thick-skinned and 
thin-skinned elements is unclear and that even from moment to moment different 
narcissistic aspects can switch. In Bateman’s view, patients are particularly available 
for analytic work as they move between thick and thin skinned positions.
Clinical Material
Susan is a thirty one year old woman who works in the health care profession. The 
problem as she sees it is a profound and occasionally disabling lack of self confidence 
which affects her all the time at work and in social situations. She is convinced 
colleagues do not like her which leads her to react in ways which appear to make this 
a self fulfilling prophecy. She is subject to an anxious internal dialogue where the 
critical voice is telling her she can’t do anything; she is incompetent and doesn’t know 
anything. She feels most of her difficulties result from a difficult and unpleasant
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childhood, particularly an abusive father. Her father was hostile, controlling and 
disturbed; he ignored her, wouldn’t speak to her except through her mother and was 
very critical. Her mother was a passive, frightened woman who went along with the 
father rather than create trouble.
In the transference, Susan continually looks for reassurance and constantly asks for 
my advice, opinion and direction. She recounts how she feels good about herself 
when she sees people make mistakes at work and she can feel temporarily superior. 
She enjoys winding her boyfriend up in arguments and getting him to give in to her. 
In the transference, although she makes me feel that my role is to ‘make her better’, 
my interpretations feel inadequate, unhelpful and any silence is experienced as 
persecutory and withholding. In the sessions, Susan is starting to identify someone 
who wants to come to therapy and stick with it but that there is someone else who 
tells her it is pointless and hopeless and she should give it up. She is starting to talk 
more openly about a destructive self that ‘takes over’ and she has no control over. 
When this self is in the forefront, a colleague can give her a look and this will be 
interpreted as evidence of hate. This will lead Susan to get herself into a 
confrontation. Later, she will berate herself for misinterpreting people around her and 
this then fuels further feelings of inadequacy. Susan has recently resigned from work 
and has decided to take a month off from therapy to go travelling. After opening up to 
me about her destructive self she has since missed a session -  a negative therapeutic 
reaction.
Susan has some features of both thin-skinned and thick skinned narcissism. She can 
switch from feeling vulnerable and worthless (thin-skinned) to feeling sadistic 
pleasure at witnessing others’ mistakes or pain. She can identify with Rosenfeld’s 
internal gang inside her which is intent on destroying her chance to develop by 
making her feel that she has no choice but to leave work and therapy - killing me off.
White (2006) argues that Rosenfeld’s theory provides a useful form of understanding 
when working with disturbed people, especially in relation to the bizarre and vicious 
forms of attack and self attack which often follow insight, understanding, dependence 
and progress. However, White (2006) highlights that Rosenfeld offered little
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recognition of the role of external reality in the development of psychopathology. 
Therefore, interpretations based on his understanding without any empathy for trauma 
can be experienced as persecutory and prompt further resistance.
Conclusion
This essay has focused on Kohut and Rosenfeld’s theories of narcissism exploring 
causes of narcissistic disturbance and how this manifests itself within the therapeutic 
relationship. Both theories have been useful in different ways in helping conceptualise 
my clinical work and defining specific techniques to facilitate progress. In particular, 
Kohuf s theory has helped me to understand and work with an idealising transference 
whereas Rosenfeld’s theory has helped me to understand and work with the more 
destructive transference. This has been important as it helps me to minimise my own 
instincts of retaliation when I feel under attack in sessions. I would argue that a useful 
model of narcissism would draw on both Kohut and Rosenfeld’s unique contributions 
to the literature. This would involve acknowledging the role of trauma in the context 
of a reparative empathie therapeutic relationship whilst interpreting and creating a 
space for a dialogue between the ‘narcissistic organisation’ and the ‘patient’ who is a 
potential partner in the therapeutic alliance.
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In cognitive therapy, how would the therapist understand and work with 
difficulties that arise in the therapeutic relationship? Illustrate with examples 
from your own practice.
Introduction
One of the reasons why I am drawn to counselling psychology is because of the 
importance it places on the therapeutic relationship. I believe that being in a 
relationship goes to the heart of what it means to be human. I therefore have an 
interest in theoretical models and ways of working which emphasise the human need 
for connection with others, that is, for attachment, belonging and relatedness (Miranda 
& Andersen, 2007). I wanted to write an essay exploring how Cognitive Behavioural 
Therapy (CBT) understands and works with difficulties in the therapeutic relationship 
because in the past I have tended to look at the humanistic and psychodynamic 
literature and have tended to neglect the CBT perspective. This may be because I have 
assumed that the CBT literature pays more attention to technique than it does to the 
therapeutic relationship. However, in my current CBT placement, I am finding that 
depending on the client, CBT can enhance the therapeutic relationship in some 
respects and hinder it in others. It is therefore important for me to have a better 
framework for understanding how I can work with difficulties that arise in my 
relationships with my clients and for me to challenge my assumptions about CBT.
Brief Historv of the Therapeutic Relationship and CBT
Freud recognised the clinical significance of the therapeutic relationship between the 
therapist and patient. It was through the therapist’s interpretation of unconscious 
material manifesting itself in the therapeutic relationship which was seen as key to 
facilitating change. A different formulation of the therapeutic relationship was 
formulated by Carl Rogers (1957). He argued that the role of the therapist was not to 
interpret from a position of expertise but to remain empathie, congruent and maintain 
a stance of unconditional positive regard towards the client. His conceptualisation was
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based on the hypothesis that if the client was able to feel these qualities from their 
therapist then this is necessary and sufficient to lead to growth and change. In other 
words, the therapeutic relationship is seen as the vehicle through which change 
occurs. Aaron Beck is considered the founding father of CBT. Although trained as an 
analyst. Beck (1976) turned to the “rich data available in the person’s conscious ideas 
and in his common-sense ways of defining and coping with his psychological 
problems” (p.7) Beck pointed out that behavioural therapists downplayed the role of 
thinking and in contrast he suggested that emotions and behaviour are influenced by 
cognitions acquired through developmental learning processes. The cognitive model 
upon which cognitive behavioural therapy is based, hypothesises that it is our 
perception of events, rather than the event itself that determines how we feel (Beck, 
1964; Ellis, 1962).
Psychological problems such as depression are understood to derive from distorted 
thinking styles affecting the way in which one views oneself, the world and the future. 
The focus of therapy is to help the client identify and challenge those cognitions 
which are formulated to maintain difficulties. Cognitions operate on three levels; 
negative automatic thoughts manifest themselves on a surface level and reflect 
underlying assumptions and deeper core beliefs or schemas. Once activated schemas 
shape information processing and interpretation of events, it seems important 
therefore to keep in mind that while the behaviour or thinking of a person may seem 
irrational, it is derived logically from underlying cognitions (Wells, 1997). This 
generic model of emotional distress has been elaborated extensively for various 
psychological disorders and individually refined in the formulations of individual 
clients.
Beck emphasised the role of a collaborative relationship, whereby the therapist and 
the client collaboratively set goals, structure sessions and set homework tasks. The 
therapeutic relationship could therefore be conceptualised as necessary but not 
sufficient for change to occur. Many cognitive behavioural thinkers emphasised the 
building of a good relationship as a prerequisite for therapy rather than seeing it as an 
active part of the change process (Raue & Goldfried, 1994).
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Indeed, CBT has traditionally separated the relationship from technique and this has 
sometimes led to the relationship being de-emphasised by researchers and 
practitioners (Katzow & Safran, 2007). Therapists are encouraged to approach clients 
with genuine warmth and empathy and to work collaboratively to identify homework 
tasks and generate feedback (Beck, Shaw, Rush & Emery, 1979); however, specific 
problems in developing, maintaining, understanding and dealing with difficulties in 
the therapeutic relationship were rarely addressed in the literature (Safran & Muran, 
2000). Nevertheless, since the early work of Beck (1979), a second generation of 
cognitive models of therapy has developed giving more attention to the role of 
emotion, early development, attachment, interpersonal processes and the therapeutic 
relationship.
The return to the role of the relationship in CBT has been partly due to attempts to 
work with clients with long-term difficulties and those where relationships are of 
central concern, such as in people diagnosed with a personality disorder (Barman & 
Malone, 2002). If may also be due to research findings showing that despite different 
theoretical assumptions underlying the nature of the therapeutic relationship between 
and within different models of therapy, a good relationship predicts client 
improvement in therapy (Horvath & Symonds, 1991; Barber, Coimolly, Crits- 
Christoph, Gladis & Siqueland, 2000).
The alliance literature
Much of the recent literature in CBT refers to the alliance rather than the relationship. 
It has been argued that the therapeutic relationship and the therapeutic alliance are 
distinct entities; the presence of a good relationship is essential, but only because it 
enhances the effect of the therapeutic alliance (Bordin, 1979). Although the alliance 
can be defined and measured in several ways, it reflects the individual qualities of the 
patient and the therapist and the interactions between them (Duim, 2006). However, 
for reasons of clarity, and in line with other writers (Hardy, Cahill & Barkham, 2007) 
readers should assume that the terms ‘alliance’ and ‘relationship’ can be used 
interchangeably.
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Most current conceptions of the therapeutic alliance are based on Bordin’s (1979) 
transtheoretical definition which specifies three factors: an agreement on both goals 
and tasks and the development of an emotional bond. These factors function 
independently as well as influence each other on a continual basis; so for example, the 
strength of the bond influences the degree to which goals and tasks are negotiated and 
this in turn can influence the strength of the bond. However, according to Hardy 
(2007) what this definition of the relationship lacks is a consideration of what the 
client and therapist bring through their experiences of past relationships. If these 
experiences can influence the course and development of the therapeutic relationship 
and therefore potentially contribute to difficulties, then it appears to be an important 
factor to bear in mind. In addition, as well as previous experience of relationships, 
therapists bring with them their particular theoretical orientation, with its assumptions 
about human nature and change which they have chosen in part because of their own 
personality, background, needs and strengths (Stevens, Muran & Safran, 2003). 
Clients also bring with them their own unique personality characteristics, 
preconceptions about therapy and are shaped by social and environmental stresses and 
supports in their life (Stevens et al, 2003).
According to Stevens et al (2003), Bordin’s formulation helps to provide a theoretical 
framework for understanding and working with ruptures or difficulties in the alliance 
from a cognitive behavioural perspective. Safran and Segal (1990) define ‘rupture’ as 
any form of difficulty when the quality of the therapeutic alliance is strained or 
impaired. They suggest that attention to ruptures should be at the heart of therapy. 
They argue that cognitive behavioural therapists who rely on technique and view 
ruptures as issues to be smoothed over rather than explore can work to the detriment 
of therapy. Ruptures are opportunities for both the client and the therapist to learn 
more about how they are engaging with each other and, as a consequence, learn more 
about how they relate more generally. It is therefore through paying close attention to 
the interpersonal processes occurring on a moment to moment basis that forms an 
essential part of the change process. This approach appears to have more in common 
with transference based psychotherapy than CBT; however. Safran (2000) views the 
in-depth exploration of the relationship only as one of many possible therapeutic tasks 
depending on the theoretical biases of the therapist as well as the specific needs of the
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patient. The point to be made is that according to Safran, the relationship can be as 
important in CBT as technique. However, when interpersonal difficulties occur, 
attention to the relationship is integral to the development of the therapy.
I would like to structure the remaining part of this essay by using examples of my 
own clinical work to demonstrate how I understand and work with difficulties in the 
therapeutic relationship. All of my clients have agreed that I can use examples of my 
therapeutic work for academic purposes. In order to respect confidentiality all 
identifying information has been omitted. Clinical examples will be framed in relation 
to Bordin’s (1979) conceptualisation of the alliance in terms of the affective bond and 
partnership, the cognitive consensus on goals and tasks and extend this to include the 
history that both clients and therapists bring when they work together.
Affective bond and partnership
The bond component of the alliance is experienced by both therapist and client and 
includes trust, liking and commitment (Bordin, 1994). This seems to parallel to some 
extent how Beck et al (1979) originally conceptualised the therapeutic relationship as 
based on ‘trust, rapport and collaboration’. In my experience, and in line with my own 
core beliefs about the importance of the relationship, I have attempted to pay attention 
to the fostering of a strong bond as an integral part of the therapy with my clients. I 
believe the bond has the best chance of developing within a humanistic framework of 
an empathie interpersonal style characterised by genuineness and positive regard. In 
my current placement in a Community Mental Health Team (CMHT) I have a case 
load of six clients who I see weekly for twenty sessions. Clients have been assessed to 
be suffering from one or more diagnosable conditions and therefore tend to have 
chronic and complex needs and many are at risk from self harm and suicide. In 
addition all of my clients have talked about experiencing childhood abuse and neglect 
either of a physical, sexual and/or emotional nature. When working with people with 
long term, complex difficulties stemming from childhood, the therapeutic relationship 
becomes particularly significant as many of their core problems are often 
interpersonal. The therapeutic relationship can be a rich source of information for 
understanding them and their difficulties (Barman & Malone, 2002). The development
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of trust in any relationship takes time to develop and this is particularly so for people 
whose early experiences have consisted of significant others abusing their trust.
Ms S is a client who at the beginning of therapy did not trust me to write anything 
down in the sessions and would not work together on any paperwork such as negative 
automatic thought records. She did not want to carry out any written homework 
either. I repeatedly explained the rationale for monitoring thoughts with a view to 
understanding the context in which they occur and the meanings she attributes to them 
but the more I explained, the more she appeared to resist and become angry at me. 
Barman et al (2002) suggest that the key to assessing breakdowns in the relationship is 
to observe as well as participate in the difficulties. Rather than being immersed in an 
encounter and reacting to it, the therapist can unhook themselves by paying attention 
to their own thoughts and feelings. This is similar to Safran and Muran’s (2000) 
model for rupture resolution whereby the therapist reflects on their own contributions 
to the rupture and begins the process of disembedding from it, using 
metacommunication which is the practice of talking about the therapist-client 
interaction as it occurs in the session. In relation to my client, my explanations and 
her reaction to them had made me feel like a bully and I started to wonder whether my 
client experienced me as bullying. When I pointed out that I felt like I was bullying 
her into doing something she did not want to do and that was not my intention, she 
was able to start talking to me about the bullying she received from her father as a 
child. Her father used to call her names and would ridicule her school homework. 
Using Socratic questioning, I was able to elicit thoughts about her fears that I would 
judge her written work and think she was stupid which was linked to a core belief that 
she is defective. Thus the only way to prevent further criticism was to not engage in 
any written work. Once Ms S started to talk about her fears, we were able to set up a 
behavioural experiment in order to test whether there is any evidence for her 
assumptions. The following week, Ms S ‘took a risk’ and brought to the session a 
negative thought diary illustrated with examples of thoughts that I am judging her 
which we started to challenge together in sessions. Over time as she experienced a 
continuation of empathy , and support despite her disclosure on paper of personal 
thoughts and feelings, this helped to break the cycle of anger and the bond and rapport
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between us developed and subsequently allowed for some more in depth schema 
work.
Cognitive consensus on goals and tasks
CBT involves a high level of activity from both the therapist and the client in relation 
to structuring sessions, homework tasks and behavioural experiments. As reflected in 
the clinical example above, a consequence of these expectations and therapeutic 
procedures, difficulties in the therapeutic relationship may come to the fore including 
non-compliance and resistance (Leahy, 2007). However, Leahy warns of labelling a 
client as ‘difficult’ (and I would add ‘resistant’) and suggests it may be more accurate 
to describe those individuals as “people who do not comply with the therapist’s 
agenda” (p. 260). CBT places a strong emphasis on the collaborative nature of 
therapy; however, I have found that reaching a shared consensus on goals and tasks 
can be difficult with some patients and without this, the collaborative nature of the 
enterprise is endangered. This can be illustrated with the following example from my 
clinical practice.
I have a client Mr J who is diagnosed with depression who attends his sessions every 
week but presents as passive, unable to suggest anything for the agenda and rarely 
initiates conversation. When I suggest a structure or an agenda he complies with it 
and engages in activities during the session such as thought records or activity 
monitoring. However, although each week he agrees to do some homework, he has 
never yet been able to do so. I have seen him for twelve sessions and each week he 
tells me he is getting worse and therefore has no motivation to do his homework. This 
seems to exacerbate thoughts of being a failure and also of failing me, the very person 
who is ‘trying to help’ him. This made me feel guilty and stuck. I moved the focus of 
the therapy onto exploring the therapeutic relationship between myself and Mr J and it 
emerged that his reluctance to engage was based on a fear of being hurt and rejected. 
If he could stay detached from me and the therapy he would protect himself from the 
ending. Once we talked about this openly, Mr J started to talk about how this relates 
to every relationship he has had in his life and we were able to explore how ultimately 
this maintains his isolation, loneliness and depression.
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In understanding the difficulties in our therapeutic relationship, I have found that 
taking my own negative automatic thoughts to supervision helpful in challenging my 
own cognitions. Both the client and the therapist operate according to their own 
schemata and assumptions and understanding the conceptualisation of both is 
essential in resolving difficulties in the relationship (Barman et al, 2002). In thinking 
about myself in relation to my clients, I sometimes feel uneasy with being too 
directive or didactic and I have had to think more carefully about where this comes 
from so that when it arises in my clinical work, I have more of an understanding of 
how my cognitions might be interacting with my clients. I believe that it is essential 
that I monitor my own thoughts and this reflective capacity allows me to come up 
with more balanced, constructive alternatives.
Conclusion
In conclusion, I would like to challenge a belief that I held before writing this essay 
concerning the lack of attention paid to the therapeutic relationship in CBT. My 
understanding of the literature to date is that just like every school of therapy there are 
diverse opinions and debate. However, understanding and working with the 
relationship in all its richness is being increasingly emphasised by many CBT 
researchers and practitioners. Leahy (2001) captures the essence of what this research 
is indicating when he says that “what most therapists are doing when they are doing 
CBT is not CBT, rather they are relating to another person”. It therefore makes sense 
to understand the relationship in CBT as intertwined with technique. In other words, 
when using techniques it is important to assess the meaning of them for the client. 
This becomes more apparent when difficulties in the relationship arise. In this context 
difficulties can be seen as an important part of the learning process, an opportunity for 
both the therapist and the client to experience those difficulties together, reflect and 
gain insights which can be used to modify styles of coping when faced with similar 
difficulties in the future.
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Introduction to the Therapeutic Practice Dossier
The therapeutic practice dossier provides a context to my therapeutic practice and 
experience throughout the course. It contains a description of each of my placements 
and the client populations that I worked with. In addition, it contains my final clinical 
paper which explores my ongoing personal and professional development and 
approach to practice.
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Clinical Placements
I worked in three NHS placements over the three years. Throughout my placements, I 
developed my assessment, formulation and clinical skills within the framework of 
evidence based practice as well as practice based evidence where theory fed into 
practice, which fed back into theory and so on. Every year I wrote two process reports 
detailing an in depth account of my interventions with clients from within an 
identified therapeutic model. In addition, log books were kept each year providing a 
summary of every client I worked with as well as other placement activities that 
contributed to my personal and professional development.
My first year placement was within a Community Mental Health Team (CMHT) for 
older people aged over sixty five. Clients were referred to the team after having been 
assessed to have complex needs which come under the category of severe and 
enduring mental health. All clients were diagnosed with a mental health disorder by a 
Psychiatrist. A significant proportion of clients were diagnosed with depression 
(including suicidal behaviour) and/or a broad range of anxiety disorders. Otherwise 
people presented with a wide range of difficulties including psychosis, personality 
disorder and memory problems. The team was multi-disciplinary in nature and was 
comprised of Psychiatrists, Clinical and Counselling Psychologists, Community 
Psychiatric Nurses, Approved Social Workers, Occupational Therapists and Admiral 
Nurses who are trained to work specifically with carers of people diagnosed with 
dementia. The team had close links with specialist services such as a memory clinic, 
as well as day centres and inpatient wards for older people. The client population was 
mixed in terms of gender, ethnicity and socio-economic status. The CMHT was 
medically led and clients’ difficulties were managed through a combination of 
pharmacological and therapeutic interventions.
Clients are allocated to members of the CMHT during a weekly referral meeting. 
Initial psychology assessments are undertaken by chartered psychologists and if 
deemed suitable for the service are placed on a waiting list for up to three months. 
During my placement, I was given a caseload of clients which I was able to work with
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for a maximum of twenty sessions. My therapeutic approach was person-centred 
therapy although I was able to integrate some cognitive behavioural techniques with 
some clients. My clients ranged in age from sixty five to eighty five and much of the 
distress underlying their difficulties pertained to issue around loss, bereavement and 
existential concerns around the meaning of life in the face of death. In addition, many 
clients were experiencing physical as well as mental difficulties and therefore 
thinking about the relationship between mind and body was particularly important. In 
addition, I co-facilitated a CBT for an anxiety management group with my supervisor 
and had the responsibility of care-coordinating for one client. I had weekly 
supervision for one hour within the framework of a person-centred approach.
My second year placement was within a psychoanalytic psychotherapy clinic which is 
part of a large NHS trust. Clients were referred from both primary and secondary care 
in order to benefit from longer term therapy. The clinic accepted adults from the age, 
of eighteen to sixty five years old who are able to commit to weekly therapy for 
between one and two years. Most clients had been given a diagnosis by a psychiatrist 
which included depression, anxiety, personality disorder and/or with sexual 
performance difficulties. Many clients’ difficulties appeared to stem from sexual, 
physical and/or emotional abuse in childhood. Clients were assessed for their 
suitability for psychotherapy by senior psychotherapists -  clients could have up to 
five assessment sessions. Once a client had been accepted for treatment they were 
placed on a waiting list for up to a year. The clinic offers both group and individual 
psychotherapy.
The clinic employs about six Psychoanalytic Psychotherapists and three Consultant 
Psychiatrists in Psychotherapy. In addition there are about fifteen therapists on 
honoury contracts who are there to gain clinical experience before or during a 
psychoanalytic training. I was given a case load of five clients I worked for twelve 
months each. I received both individual and group psychoanalytic supervision with 
two supervisors. After seeing each client, I wrote out the session verbatim in order to 
present and discuss in supervision. Every week I attended a case presentation meeting 
and journal club and presented a client to the team for discussion.
47
My final year placement is in a CMHT for adults aged between eighteen and sixty 
five. Clients’ difficulties are of a severe and enduring nature and include depression 
(including suicidal behaviour), social phobia, obsessive compulsive disorder, panic 
disorder, post traumatic stress disorder, psychosis and/or personality disorder. The 
multi-disciplinary team includes psychiatrists, social workers, clinical and counselling 
psychologists, occupational therapists and community mental health nurses. In 
addition, the team works closely with a local forensic service as well as having links 
with other specialist services within the trust, such as trauma and early intervention 
teams.
I have a case load of six clients at any one time and offer between twenty and thirty 
sessions of therapy. The main therapeutic orientation this year is CBT, within which I 
have incorporated elements of schema therapy and mindfulness techniques in my 
work. I spend time each week consulting with members of the multi-disciplinary team 
who are involved with the care of my clients. I have weekly CBT supervision for an 
hour.
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Final Clinical Paper
The purpose of this paper is to construct a narrative of my professional development 
as a counselling psychologist in training. Of course it is intertwined with my personal 
development as the two are inseparable; however, my primary aim is to show how 
theory, research and clinical experience have informed my thinking and practice with 
clients.
I was drawn to counselling psychology after I had spent four years working within the 
context of a medium secure unit for offenders with mental health difficulties. This 
was an incredibly useful, eye-opening and at times frightening experience. I was 
thrown in the deep end in a world of heavily drugged ‘patients’, locked up for often 
days on end in a cramped space with limited access to fresh air or meaningful 
activities. What I learnt was that in the majority of cases, no matter how ‘difficult’ or 
‘complex’ the person, within the context of an empathie therapeutic relationship 
change can occur (I was later able to conceptualise this as an actualising tendency, 
(Rogers, 1957a). At the same time, though the clinical staff were all explicitly there to 
provide therapeutic interventions and indeed some fantastic work was taking place, I 
became very aware of the overt and covert power dynamics that were operating at all 
levels in the system (e.g. political, financial, role status/hierarchies etc). It now seems 
that these power dynamics were inevitable to some extent within teams/groups, 
however, they were not explicitly talked about or reflected upon often to the ‘patients’ 
detriment. Counselling psychology therefore appealed to me because of its humanistic 
value base which encourages critical, creative, reflective and ethical practice and 
research within a relational framework.
Throughout my training, I have come to realise that all theoretical models, practice 
and research activities we engage in as Psychologists are influenced by political, 
financial, personal interests/investments/values/unconscious processes. However, it 
can be easy to overlook, avoid or deny thinking about this within the context of our 
practice. I have realised that the role of a Psychologist is a powerful one and often we 
are working with very vulnerable people and I have found personal therapy invaluable 
in helping me to evaluate what I personally bring to any relational encounter. The
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experience of being a ‘patient’ has been enormously important and informed my 
practice, however, I have also experienced first hand what it is like to feel powerless, 
to feel a pressure to comply or not feel able to express what I really want to say. This 
has helped me to be aware that similar processes may be going on with my clients, 
and in my practice I aim to create an atmosphere where this can be reflected upon.
I have decided to structure this paper chronologically in order to analyse how 
immersion within three different therapeutic models and contexts has influenced my 
development. Central to this account is how my thinking and practice has developed 
through my experience. Counselling psychology training has helped me to realise that 
the best way of understanding a person should be guided by relationship rather than 
theory. However, engaging within the therapeutic models taught on the course as well 
as the rich sources of qualitative and quantitative research, theory and debates within, 
for example, psychology, sociology, philosophy and neuroscience continuously 
informs and enriches my practice.
First Year: Person-Centred
My first year placement was in the context of a Community Mental Health Team for 
older adults aged 65 years and above. Most of my individual clinical work was 
informed by person-centred therapy but also I co-facilitated a group on anxiety from 
a cognitive behavioural perspective which incorporated mindfulness techniques 
(Kabat-Zinn, 1990).
The value of a person centred approach became particularly apparent when working 
with Mr G (see appendix IB), a 69 year old man who was referred with a diagnosis of 
depression which was triggered by the death of his son. The information that was 
given to me by the professionals who had previously assessed Mr. G said that they 
had found him to be “difficult and not willing to engage”. This seemed to be related to 
his dislike of being asked direct questions about his son’s death. As a result, I 
formulated that a non-directive approach that acknowledges that Mr G is the expert in 
his own reality and can therefore determine his own pace in relation to what to talk 
about with me. During our first assessment session, I felt Mr G to be very suspicious
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of me and angrily told me there was no point in talking about his son. I respected that 
and did not ask him any questions but remained empathie and open and transparent in 
myself. After a couple of sessions his anger turned to sadness and Mr G started to 
open up about his son’s death in his own way and on his own terms and this led to 
some very painful and intense grieving. I have learnt a very important lesson from this 
in the importance of meeting the client where they are at and this has stayed with me 
throughout my training.
Although most of my work in this placement was with people who lived in the 
community, I was able to continue working with one of my clients whose mental state 
deteriorated and she was hospitalised and given electroconvulsive therapy. During her 
two month stay on an impatient ward. I was able to draw upon Rogers (1951) core 
conditions (i.e., empathy, unconditional positive regard and congruence) to develop a 
meaningful encounter whilst staying within her frame of reference as much as 
possible. This became very important to her as she felt that so much had been 
imposed on her against her will. I also worked closely with the multi-disciplinary 
team as well as with her husband until she was discharged. Although trying to manage 
the tension between different people’s views and expectations was challenging, this 
experience helped me realise how the person centred approach can be particularly 
helpful for people experiencing severe psychological distress and for those who are 
deemed ‘too unwell’ for cognitive behavioural therapy. A number of person-centred 
therapists have developed ways of working with clients with more severe difficulties 
defined as psychosis (Prouty et al, 2002), and personality disorder (Warner, 2005)
I have noticed that with many of my client’s there is an assumption that I will set the 
agenda, ask questions and lead the discussion -  that I am the expert who has the 
answers. This is not surprising to me given that in our culture and society, certain 
groups such as health professionals are frequently positioned as experts whose advice 
must be followed which in turn positions the ‘client’ as a passive receptor to 
‘treatment’. I strongly agree with the humanistic community that this accentuates an 
unequal power dynamic which is disempowering (Proctor, 2002). A danger is that 
one’s own lived experience is denied in favour of the experts view and this can lead to 
what Rogers (1959) described as incongruence between self and experience. This is
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possibly a repeat of an unhelpful parent/child pattern which Rogers hypothesised can 
lead to distress, alienation and (depending on the level of incongruence) the problems 
which are captured within the category of ‘psychopathology’. Therefore, for me, the 
person-centred approach has at its core an ethical stance to therapy. If I can try to 
empathically meet the client where they are at, without trying to impose my own 
agenda but remaining open and transparent in myself and if the client can sense that I 
unconditionally respect them as a human being in their own right then I have noticed 
that clients start to ‘risk’ sharing a wider range of thoughts and feelings. This is also 
an area that I have done a lot of thinking and work within my own personal therapy. I 
realised I tended to be the more ‘compliant’ client who hid my feelings of anger 
towards my therapist and the most meaningful and therapeutic sessions (although 
initially very painful) for me has been when I have been able to express my anger at 
her and show part of my ‘self that I have learned to keep hidden for fear of being 
rejected. This has also made me more attuned to questioning ‘compliance’ with my 
clients. I believe that creating a space where expressing emotions such as anger (or 
whatever the difficulty might be) and working directly with those difficulties within 
the therapeutic relationship if they arise leads to a more meaningful encounter.
However, I do not believe that it is possible to be non-directive as a therapist at all 
times as the therapists own biases and assumptions can shape the therapy in an 
implicit way. In addition, social constructionist reading has helped me to think about 
the ways in which each theoretical model privileges certain ways of being over 
another (Burr, 1995). It can also be very challenging to remain non directive with a 
client that is expecting me to direct and be solution focused. Without any ‘strategies’ 
or bits of paper to ‘hide behind’, I have felt exposed at times and more vulnerable to 
experiencing intense emotions and feelings of helplessness ' and hopelessness. 
Reflecting on where these difficult and intense emotions come from, in supervision 
and personal therapy has helped me to be able to tolerate and stay with difficult 
feelings in my sessions with my clients. Since my first year, I question whether more 
directive interventions are to make me feel better or are for the benefit of my client. 
Nevertheless, there were times when depending on the client I felt a more directive 
approach could be beneficial.
52
Second Year: Psychodynamic
I approached my particular psychodynamic placement with mixed feelings. I was 
looking forward to immersing myself within the rich psychodynamic paradigm which 
I had always been attracted to and was looking forward to engaging again with 
concepts such as the unconscious, transference and inner conflicts which I perceive as 
part of human nature. Throughout my clinical experience and personal therapy, I have 
found psychoanalytic theory useful in helping me understand the more ‘disturbed’ 
parts of ourselves and indeed the world at large. Similarly, it has given me a 
framework for understanding the powerful processes that occur within groups (Bion, 
1962, Foulkes, (1983) and teams (Menzies Lyth, 1988) and I had the opportunity to 
experience and reflect on this through participation in an experiential group during 
this year. However, I had heard that the psychotherapy department that I would be 
working in was more strictly ‘analytic’ and I wondered how much room there would 
be to incorporate the humanistic values that I consider so important.
In relation to theory, I found myself drawn to attachment theory (Bowlby, 1988; 
Holmes, 1993) and object relational theorists (Klein, 1946; Bion, 1962; Winnicott, 
1975 ) who emphasise the importance of early development and the role of significant 
others in the development of the individuals sense of self and others as well as intra­
psychic processes. Concepts such as the depressive and paranoid schizoid positions 
and projective identification (Klein, 1946), The Containment Model (Bion, 1962) and 
the good enough mother (Winnicott, 1975) were fundamental to my work.
I also followed the work of Heinz Kohut (1977) and self psychology which has 
similarities with Carl Rogers (1957) approach and Patrick Casement (1985, 1990) and 
the more recent developments within psychoanalysis which incorporate a more 
relational focus. In addition, I am excited by the work of Allan Schore (2003) and the 
discipline of neuro-psychoanalysis which is attempting to map the neurological 
pathways which are affected by early relational trauma and looks at the impact of 
subsequent psychotherapy on the adult brain.
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I have found the conceptualisation of transference and counter transference powerful 
tools for conceptualising unconscious processes. From my experience of human 
nature as well as looking at the world at large it seems to me that people are not 
rational and logical and the unconscious gives me a way of understanding some of the 
more complex, conflicted and destructive parts of ourselves. I have realised from my 
own personal therapy that once I am more aware of what may have been 
unconsciously driving some aspects of my thoughts and behaviour then I am more in 
a position to choose whether to continue in that way or not. I have found this 
liberating at times; however, I believe the unconscious is only a useful concept if it is 
used in a way that is meaningful to the client. Although there is empirical evidence to 
suggest that individuals’ early relating patterns continue to persist into adulthood 
(Luborsky, 1994), I am critical of explaining all of my client’s responses as 
transference. I wonder whether the concept of transference some times protects the 
therapist from the powerful positive or negative reactions which occur during therapy. 
Therefore, in addition to transference, I aim to pay attention to the therapeutic 
relationship between myself and my client in the here and now and do not assume that 
interactions are always a re-enactment from the past.
During my second year, my placement was within a psychotherapy clinic within the 
NHS which received both primary and secondary care referrals. I gained experience 
of longer term work with therapeutic contracts of twelve months. At that time, the 
clinic was in the process of fighting off an ‘existential threat’ from the NHS which 
does not perceive psychoanalytic psychotherapy as fitting in within their remit of 
‘evidence based practice’ and therefore is an easy target when cuts need to be made. I 
experienced at first hand the wider systemic pressures that are at play in the NHS and 
how broader political and financial agenda’s can impact heavily on our work. During 
this time the debates within counselling psychology around evidence based practice 
and accountability were brought to life for me. I can understand the need to account 
for our work, however, in relation to the complexities of human nature this is a 
difficult task and in my opinion not one that is satisfactorily taken care of with 
quantitative measures alone. To disregard what cannot be measured or given an 
arbitrary quantitative value, in my opinion, is artificial and misleading.
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I wanted to illustrate some of my psychodynamic work with reference to two 
particular clients where I felt positioned in very different ways (strong positive 
transference compared to a strong negative transference). Ms Z (see appendix 2C)was 
a thirty five year old woman who was referred to the clinic by a Genitourinary 
Physician to whom she had presented with difficulties related to her sexual 
relationships. Her difficulties appeared to stem from growing up in a family where she 
was the victim of physical and sexual abuse by male figures and emotional 
deprivation from her mother. She spoke of difficulties controlling her anger where she 
verbally “lashes out” at people, or cuts people out of her life. These moments could 
also be described as a paranoid schizoid mode of relating (Klein 1946). However, she 
quickly developed a strong positive transference to me as if I was at times a best 
friend or mother she always wanted. She would tell me that therapy was a highlight of 
her week and make me feel that my interpretations were spot on and that she had been 
thinking about what I had said throughout the week. According to Kohut (1977), Ms 
Z needed this ‘idealisation’ for an extended period of time as she was deprived of 
idealised infant - parental selfobjects and was compensating for inadequate 
‘mirroring’ in her early development.
Within supervision, I was given the opportunity to reflect on my counter transference 
and at times I felt flattered and reassured and I looked forward to our sessions, 
however, other times I felt uneasy, as there seemed to be a lot invested in keeping me 
‘all good’. I formulated that maybe by acknowledging any negative feelings towards 
me then the fear may be that I would become ‘contaminated’ and become ‘all bad’ 
just as she perceived her parents. My supervisor encouraged me to keep a ‘third ear’ 
out for snippets in the material that she brought that may be linked to a more negative 
transference. Over time she was able to talk directly to me about her more negative 
feelings and still was able to hold on to the ‘good’. By the end of therapy she had 
reached more of a ‘depressive position’ (Klein, 1946) and had started to be able to 
generalise this to other relationships in her life.
Ms N (see appendix 2D) was a 31 year old woman who also had a history of being the 
victim of childhood sexual and emotional abuse from her father. Although working 
with Ms Z was challenging, working with Ms N was particularly difficult due to a
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strong negative transference from the outset. This felt cornpounded by working with a 
supervisor who placed more emphasis on a more traditional ‘blank screen’ persona 
which conflicted with my more humanistic conceptualisations of the therapeutic 
relationship. Ms N was also asking me for strategies to help deal with her anxiety and 
I was encouraged to interpret this which she found frustrating. I remember feeling 
frustrated too that I could not ‘do’ more for her but I think that trying to stay with and 
work through our difficulties within the context of the therapeutic relationship was 
important. Nevertheless, having now worked cognitive behaviourally with clients 
where difficulties in the therapeutic relationship can also be explicitly worked with 
(Safran & Muran, 2000), I wonder whether Ms N may have benefited from a more 
symptom focused approach before moving on to work with underlying difficulties. 
Dealing with powerful feelings of rage and hatred being directed at me was difficult 
and supervision was essential in providing me with a framework for understanding 
and tolerating her attacks, which I was taking in ‘projective identification’, thinking 
about, and attempting to return the feelings to her in a more tolerable form (Bion, 
1962). What I learnt from this year is that working with intense feelings of love, hate 
and passions of all kind makes a bridge to an inner world of meanings.
I have always understood the importance of maintaining firm and consistent 
boundaries in relation to the contract, frequency, duration, venue and continuity of 
sessions. However during this year these considerations became paramount to the 
process of therapy. Inevitable ‘failures’ in maintaining consistent boundaries at all 
times can therefore be thought about and clients have the opportunity to work through 
feelings about feeling failed by significant others. With some of my clients a lot of 
deeper work around separation and loss was triggered by thinking about my holiday 
breaks and what that may represent and working with a planned ending in mind right 
from the beginning was important in providing an experience of mourning loss -  and 
moving on. Finally, I particularly relished throughout this year the depth of reflection 
that was encouraged with regards to the interaction between myself and my clients. I 
also felt contained by the management and structure of the clinic itself (in spite of the 
pressures that the clinic was facing) and in general have noticed how systemic factors 
can have powerful influence on the clinical work of a team.
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During the course of this year, I started to be able to challenge my therapist more 
instead of swallowing my feelings. However, this took time and I experienced 
overwhelming urges to leave therapy instead of staying and expressing myself. 
Talking about things external to our relationship felt safer, however, I was left with a 
build up of anger inside which I was eventually able to express and stay in therapy. I 
have leaned a lot from this in relation to when I am with my clients. During 
supervision this year I was encouraged to work specifically with the negative 
transference, however, during the following years CBT placement when this was not a 
focus of therapy, I still tried to attend to difficulties in the therapeutic relationship so 
that they could be talked about rather than acted out. Generally, I have found that 
through being able to better tolerate strong feelings in myself and I am more able to 
work with and contain those in others.
Year 3: Cognitive Behavioural Therapy
Having to change theoretical models and quickly ‘get to grips with’ a different way of 
working has been challenging particularly as I moved from a strict psychoanalytic 
supervisor to a strict cognitive behavioural placement (both of my supervisors 
strongly and passionately believe in their way of working). I found myself having to 
prepare a lot more before sessions and had to quickly learn the cognitive model for 
many different disorders. It felt that I suddenly had to adopt more of an expert role 
with my clients which felt different from the previous two years and therefore felt 
uncomfortable. This was particularly so as I was wary of imposing my own frame of 
reference onto my client. I was able to reflect on this in supervision and therapy and 
thought that perhaps on a deeper level these uncomfortable feelings stem from anxiety 
around being the centre of attention - having the focus on myself to talk and explain in 
a cognitive, logical way. I have always believed that I think in images and pictures as 
opposed to words and sentences and therefore sometimes I find the process of 
translating this back into words to another person difficult. Perhaps this is one reason 
why I have felt more comfortable with the person-centred and psychodynamic 
approaches which are less directive and which allowed me to work with metaphors 
and imagery to a greater extent. However, later on in my CBT year, I found that I was
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drawn towards the ‘third wave’ approaches precisely because I could be more creative 
and work with imagery.
The task for me during my final year was to work within the boundaries and 
expectations of my placement and to keep an open mind with regard to Cognitive 
Behavioural Therapy but to still keep alive what I had learned throughout my training. 
In this regard, I found the input from the course team, contact with fellow trainees and 
the integrative supervision at University helpful in grounding my identity as a 
Counselling Psychologist in training.
As with all the theoretical models I have learnt that Cognitive Behavioural Therapy is 
an umbrella term encompassing a variety of different theoretical models and 
approaches. Theoretically, I found contemporary developments such as Safran and 
Segal’s (1996) refinement of cognitive therapy in light of interpersonal theory and 
focus on working with ruptures in the therapeutic relationship (Stevens, Muran & 
Safran, 2003) helped to redress traditional CBT models’ (Beck, 1979) lack of 
attention to the role of early experience and importance of the therapeutic relationship 
as a vehicle for change. In addition, I feel inspired by Paul Gilberts (2007) 
evolutionary perspective on the development of depression which helps to de- 
pathologise and normalise clients experiences. He has developed a ‘compassion 
focused therapy’ which aims to teach client’s self soothing strategies based on a 
neuro-scientific model of emotions. Furthermore, I developed my awareness of how 
some key concepts such as core beliefs and schemas bare resemblances to Bowlby’s 
(1969, 1973, 1980) ‘internal working model’ of relationships and even object 
relations theory which helped me to link up the similarities between models adding a 
richness to my thinking and practice. However, the way one works with these 
concepts in practise can be very different and at times I found hard to reconcile some 
cognitive behavioural techniques with the humanistic values that I hold, finding that 
they could ‘get in the way’ of the therapeutic relationship.
My placement is in a Community Mental Health Team for adults aged between 18 
and 65. I have had the opportunity to work with clients with a wide range of 
presenting problems and diagnosis, including ‘Obsessive Compulsive Disorder’,
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‘Social Phobia’, ‘Psychosis’, ‘Depression’, ‘Post Traumatic Stress Disorder’, ‘Bi 
polar’ and ‘Generalised Anxiety Disorder’. Most people have histories of childhood 
physical or sexual abuse and neglect; they have experienced disrupted early 
attachments and/or been in care, or children’s homes which, reinforces humanistic 
theories that psychological distress tends to develop within the context of 
relationships. The problem with diagnostic language is that it perpetuates the myth 
that the ‘disorder’ is a real entity located within the individual. This has contributed to 
the ‘médicalisation of distress’ and the onus on treatment through medication rather 
than relationship within the National Health System (NHS). My position with regards 
to the debates around diagnosis and the ‘medical model’ has developed through my 
research interests. * As a Counselling Psychologist in Training within the NHS 
(particularly within the context of severe and enduring mental health), I have to try to 
hold the tension between holding on to my humanistic values and working within a 
medicalised context In relation to Cognitive Behavioural Therapy, I am critical of 
its adoption of the language of ‘the medical model’ with its assumption that there are 
specific disorders requiring specific treatments. It is a useful tool for communication 
but it is by no means value neutral (Joseph & Worsley, 2005). From my experience, I 
have seen how this can make it more likely that I impose my frame of reference on 
my clients rather than working phenomenologically, with the experience of the client 
as defined by the client.
I have found this year the most difficult in attending to the relationship and whilst I 
aim to be empathie and have positive regard for my clients I have found that the 
agenda setting and paper work involved can get in the way of ‘relational depth’ 
(Meams and Cooper, 2005). I have also experienced the pull ‘to do’ more and to be 
the expert who knows best and while the allure of ‘certainty’ is comforting, I wonder 
whether in the end I am only comforting myself. However, one of the reasons why I 
believe it is important to train in more than one therapeutic model is that it gives me 
that critical edge which does not mean that I ‘throw the baby out with the bath water’, 
on the contrary, I think that being aware of the criticisms and underlying assumptions
' My first year literature review was a critical evaluation o f the Person Centred approach to 
psychopathology.
 ^I explored this further during my second year research which qualitatively explored the professional 
identity o f Counselling Psychologists’ in the NHS.
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of each model has helped me to find a way of working within a more relational 
framework.
Some of my clients found certain aspects of Cognitive Behavioural Therapy very 
helpful. Ms P is a 29 year old woman who has been diagnosed with bi-polar disorder 
(partly in remission). She found that keeping a negative thought diary and then 
learning skills to challenge thinking by examining the evidence for and against 
thoughts (Greenberger & Padesky, 1995) helped to minimise jumping to negative 
conclusions about herself. In addition, I used some imagery from Gilbert’s (2005) 
compassion focused therapy to help her visualise and emotionally experience the 
cognitive reframe which is more likely to lead to change (Gilbert, 2005). With clients 
who are able to do their homework, I think it can be helpful in bringing the therapy 
into their real world and can provide them with tangible skills to hold onto once 
therapy finishes.
The Therapeutic Relationship
Having written an account of my three years of training, I would like to conclude by 
pulling together some of the theories which have informed my practice with regard to 
working with the therapeutic relationship and ‘use of self. I wrote at the beginning of 
this paper that my counselling psychology training has helped me to realise that the 
best way of understanding and working with a person is through the development of a 
therapeutic relationship. Indeed, many academic papers and text books repeatedly 
highlight evidence to suggest that it is the quality of the therapeutic relationship that is 
important in therapy regardless of the therapeutic orientation of the therapist (Meams 
& Cooper, 2005, Roth and Fonagy, 2005, Clarkson, 2003). However, my 
understanding of the therapeutic relationship has evolved over my training as I have 
been exposed to different theoretical frameworks and experiences with clients.
The relationship itself is viewed differently by competing theoretical schools who 
view the nature of distress differently (Gordon, 2000). This is supported by Gelso and 
Haye’s (1998) conclusion that the therapists’ assumptions about the cause and 
maintenance of the client’s distress contributes to the nature of the relationship 
established with the client. So for example, a therapist practicing from a person
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centred perspective conceptualises psychological distress as occurring when the self 
and self concept are incongruent, which is when an individual’s sense of worth 
becomes conditional on the approval of others. This need for positive regard takes 
precedent leading people to deny or distort those self-experiences that are inconsistent 
with the ‘positive regard complex’ (Meams and Cooper, 2005). It then makes sense 
that the therapist aims to offer a therapeutic relationship characterised by empathy, 
unconditional positive regard and congmence. According to Rogers (1951), providing 
the core conditions will allow the individual the space to get back in touch with their 
‘organismic self and grow towards their potential.
However, from a psychoanalytic and psychodynamic perspective, psychological 
distress tends to be viewed as related to unconscious mental processes (Jacobs, 1998). 
The Kleinian version of change focuses on the working through of paranoid anxieties 
and defences to allow the client to reach the depressive position. A focus in therapy is 
therefore on modifying anxieties and defences as they arise in the therapeutic 
relationship and are worked through in the transference (Lemma, 2003). The 
therapeutic relationship then becomes closely linked to understanding the way the 
client relates to people generally in life which is also a reflection of early relationships 
with significant others (Casement, 1985).
There is much debate around the meaning and significance of the therapeutic 
relationship and how this relationship is beneficial, however, some subscribe to the 
idea of therapy as a corrective emotional experience whereby the therapeutic 
relationship becomes intemalised and helps to disconfirm more unhelpful 
assumptions about the self and other (Lemma, 2003). Bion (1962) likened the 
container of the therapeutic relationship to one of refuge that for fifty minutes can 
allow clients a fomm that is different from their usual experiences. In addition, 
Clarkson, (2003) suggests that the power of attaining relatedness should not be 
underestimated, alongside the space that such an encounter allows for corrective 
transferential experiences within a real relationship. Currently, the therapeutic 
relationship is taking more of a centre stage in CBT and schema therapy in particular 
views the relationship between client and therapist as a medium for clients to test or
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maintain their attachment style, that often underlies their presenting difficulty (Young 
et al, 2003).
I was drawn to counselling psychology in part due to its post modem tendencies in 
valuing a range of therapeutic models and approaches to practice and research. 
However for me, it is the emphasis on the therapeutic relationship and subjective 
experience of the person which holds it together. Perhaps that is also why I am drawn 
to Clarkson’s (2003) model of five types of psychotherapeutic relationship which she 
suggests are potentially present in any psychotherapeutic encounter: The working 
alliance. The transferential/countertransferential relationship, The 
reparative/developmentally needed relationship. The person to person relationship and 
The transpersonal relationship. Although there is no space to go into more depth here 
about this model, it is a model I hold in mind when I am with my clients and allows 
me to think and work on different levels depending on the individual needs of the 
client.
Use of Self
Ethically psychologists must “strive to be aware of their own belief systems, values, 
needs, limitations and the effect on their work” (A?A, 1992, p i599). Counselling 
psychologists through formal psychotherapy mediums are obligated to evaluate and 
develop self-awareness of their attitudes, beliefs and values regarding the diversity of 
client experiences and how such may influence the therapeutic relationship (Division 
of Counselling Psychology, 2005; Strawbridge & Woolfe, 2003). However, a 
commitment to developing self awareness is not limited to the sphere of clinical 
practice as the epistemological assumptions underpinning qualitative research 
acknowledges that the researchers own self and cultural context is inextricably linked 
with the research process which then needs to be made explicit to readers (Smith & 
Osborn, 2003). I have endeavoured to explore this aspect in each of my research 
papers.
A theoretical concept which has informed my ‘use of self within my clinical work is 
that of countertransference. From an object-relational perspective, countertransference
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includes all the therapist’s reactions and responses in relation to the client (Bion, 
1962a; Rosenfeld, 1964). Reactions such as feelings and thoughts amongst other 
internal phenomena are thought to provide an indication of the clients own mental 
states. However, in this regard, it is important to try to separate out what may be being 
projected into the therapist (reactive countertransference) and what may be the 
therapists own neurotic reactions (proactive countertransference) (Lemma, 2003). 
This can be illustrated with my psychodynamic work with Ms N who I described 
above. Generally in sessions I felt anxious and uncomfortable and under pressure to 
speak more, direct, ask questions or say something more ‘insightful’. When I resisted 
this or interpreted it, I felt withholding or cruel at times. Through exploring these 
feelings with my supervisor we were able to think about how they may reflect her 
own object relations and I began to understand who I may be representing in the 
transference; either the demanding father who deliberately withholds or the passive, 
mother who is unable to rescue her. I also felt worthless and a failure at times when 
she criticised me and it was hard not to take this personally as it fed into my own 
insecurities about being a trainee and ‘not good enough’ -  taking these feelings to 
therapy helped me to think in more depth about my own anxieties and how they may 
be affecting my clinical work as well as whether Ms N was projecting into me what 
she was unable to manage herself. This self exploration ultimately helped me to think 
more in the room with my client and helped me to tolerate both my own and her 
intense feelings.
When working in a CBT paradigm my ‘use of self has been facilitated by an 
understanding of my own schematic material and belief structures. For example a 
client I worked with had developed a schema around her own lack of self-efficacy and 
associated beliefs that she was inferior to others. Through personal therapy I have 
become more aware of my tendency to want to rescue others which appears to be a 
common motivation amongst psychological therapists (Driver & Martin, 2002). 
Lemma (2003) highlights how therapeutic work presents us with opportunities to help 
our clients as well as opportunities to gratify our needs, especially our need to be 
liked, to be needed or to be a saviour. With my client I felt the urge to want to take 
over in sessions, to lead and direct and reassure, however, it was vital that I held back
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and encouraged her to develop her own skills in coping with distress, developing 
autonomy and challenging core beliefs.
In relation to both my practice and my research I have been on a journey of self 
exploration aided by personal therapy, experiential workshops, supervision and 
reading as well as through my personal and professional relationships.
Endings and New Beginnings
Having constructed a developmental account of my counselling psychology training, I 
realise that I have more or less written it from the perspective of where I am now in 
my thinking and practice. Counselling psychology privileges respect for the personal, 
subjective experience of the client over and above notions of diagnosis, assessment 
and treatment (Bury & Strauss, 2006). However, the placements I have chosen to 
work in are within the context of secondary care in the National Health System (NHS) 
where the dominant model of mental health assumes a position of ‘sickness’ and 
‘pathology’ -  although my second year research (Lucas, 2007) suggests that within 
one large NHS Trust, participants noticed that it was changing and moving towards 
notions of wellbeing and recovery. I chose to work within these contexts because I 
passionately believe in free health care and because this is the context where the more 
vulnerable and distressed people seek help (or are sectioned). My counselling 
psychology training has developed my confidence that I have a lot to offer this client 
group and teams and services generally. I have developed an eclectic approach to 
practice within a relational framework which I believe is a position of strength 
precisely because I have learned how to use theories in ways that are meaningful and 
relevant to the client and to modify a theoretical approach to fit in with the client’s 
experience. There is an assumption within positivism that rational processes are most 
important (probably because they are easier to measure) however, my training has 
given me the freedom to also consider non rational processes such as intuition, 
feelings, bodily reactions, fantasy and dreams as valid potential sources of knowledge. 
I therefore aim to bring my ‘whole self into an encounter with another in order to 
develop a therapeutic relationship which is the main vehicle of change.
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Introduction to the Research Dossier
This research dossier consists of a literature review and two qualitative pieces of 
research. The literature review is a critical evaluation of the person-centred 
approach to understanding psychopathology. The first qualitative study is an 
interpretive phenomenological analysis of professional identity threat and its 
management through an exploration of Counselling Psychologists’ experiences 
of working in the National Health System (NHS). The second qualitative piece 
is a discourse analytic study of the ways in which psychological knowledge is 
constructed and negotiated amongst psychological therapists in the NHS. A 
reflection on the ‘use of self during the research process is included at the end 
of each piece.
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A Critical Evaluation of the Person-Centred Approach to Understanding
Psychopathology
Abstract
This review evaluates both the theory and practice of the person-centred 
approach with regards to people who are considered to have more severe 
psychological problems. Because the person-centred approach is founded on the 
negation of the validity of the medical model of psychopathology, it becomes 
important to summarise the stance it opposes. The social and political climate 
within which each model operates is provided as a backdrop to understanding 
the debates that are generated by different ‘tribes’ of the person centred 
community as they consider their stance on ‘psychopathology’. Developments 
in theory and practice have been recently made specifically in relation to issues 
of ‘psychopathology’. The debates generated by these developments are 
evaluated with an emphasis on ways forward for the person-centred community 
within the context of their stance towards the medical model and ability to work 
with the most distressed and vulnerable people of society.
Key Words: Person-centred, psychopathology, medical model
71
A Critical Evaluation of the Person-centred Approach to Understanding
Psychopathology
Introduction
The humanistic approach can be understood within the concept of three 
different forces of psychology: behaviourism, psychoanalysis and humanism. 
Humanistic psychology emerged in the 1950s in reaction to behaviourism and 
psychoanalysis. It advocated a more holistic view of human beings and were 
concerned with what they viewed to be an increasing médicalisation of distress. 
Humanistic interests are likely to include the aspirations of the whole person, 
their potential for growth, health, hope, love, creativity, nature, being, 
becoming, individuality and meaning. Humanistic psychologists form their own 
community of practice and hold their own distinctive views of human nature, of 
science, of research methodology and of psychotherapy (Bohart, O’hara, Leitner 
et al 2001).
The humanistic view holds that people construct their own realities out of their 
cultural experiences, personal histories, values and perspectives. As a 
consequence, there are many different viable ways of living life. Psychological 
problems are understood in the broad context of the way people engage in life 
and their ways of being in the world rather than as disorders within the person to 
be eliminated (Bohart et al, 2001).
There are many different humanistic theories, one of which developed into the 
person-centred approach of Carl Rogers. However, they all share a 
phenomenological perspective in conjunction with a strong empirical science 
tradition. Thus, in order to understand people, we have to build a relationship 
with them as that is the only way to be close to understanding their 
phenomenology in order to enable them to grow and change towards their 
maximal functioning (Thome, 2003). Whatever difficulties people experience, it
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is by establishing a therapeutic relationship rather than relying on specific 
techniques or treatments that enables the recovery of actualisation.
The approach developed by Rogers was opposed to Freudian views on the 
characteristics of human nature, views which Rogers saw as being 
fundamentally negative and pessimistic. In contrast, Rogers argued “In my 
experience I have discovered man to have characteristics which seem inherent 
in his species, and the terms which have at times seemed to me descriptive of 
these characteristics are such terms as positive, forward-moving, constructive, 
realistic, trustworthy” (Rogers, 1957a, p200). Based on his clinical experience 
and interest in the natural world, he observed that all life forms were subject to a 
directional force, the actualising tendency -  towards maturation, improvement, 
self-maintenance and self-protection. In humans, this tendency is directed not 
just towards our survival needs but towards higher aspirations such as learning, 
creativity, seeking pleasure and the forming of relationships (Morton, 1999). 
However, the status of the actualising tendency as the sole motivational force 
within humans has led many to question how Rogers accounts for the many 
problems that can occur in the development of human personality.
Within mainstream psychology and psychiatry, the person-centred approach has 
been criticised as simplistic, over-optimistic and of little help to people with 
severe and chronic psychological problems. This may be because the person- 
centred approach does not adopt to what has been constructed as a medical 
model to understanding psychopathology -  that is, the assumption that there are 
specific disorders requiring specific treatments (Joseph & Worsley, 2005).
Furthermore, the movement towards ‘evidence based’ practice has had 
implications for the person-centred approach. The development of guidelines 
for the provision of both medical and psychological services is a recent national 
and international trend (Bohart et al 2001). Symptom focused approaches 
compatible with the Diagnostic and Statistical Manual of Mental Disorders, 
Fourth Edition (DSM-IV) are favoured, as are standardised, manualised 
treatments such as Cognitive Behavioural Therapy (CBT). This is due to an
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assumption that the medical model is based on better science and therefore 
should be the treatment of choice in the National Health Service (NHS). 
However, who controls the evidence and what weight is given to different types 
of evidence are important areas (Holmes, Newnes & Dunn, 2001) and have 
implications for the allocation of resources. There is increasing concern within 
the person-centred community that guidelines based on the medical model are 
being used to dictate what appropriate psychotherapy practice is for everyone.
There are few person-centred practitioners working in the NHS. Yet it is 
through the NHS that most of the people considered as having a mental illness 
present for help or are sectioned under the Mental Health Act 2007. Thus the 
most distressed and vulnerable people in society have limited access to person- 
centred therapy. However, it has been argued that the person-centred 
community has isolated itself and allowed itself to become marginalised. By not 
speaking the language of ‘psychiatric disorders’, it is difficult to communicate 
to those in the psychiatric and psychological professions about how the person- 
centred approach can be helpful to people with chronic psychological problems 
(Joseph et al 2005). Additionally, Pete Sanders (2004) highlights how the 
person-centred community has been unresponsive to calls from the National 
Institute for Clinical Excellence (NICE) to comment on the management of 
disorders. NICE advises the government about the allocation of resources. 
Furthermore, it needs to be active in the collection and dissemination of 
evidence for the effectiveness of the approach, in order to avoid further 
isolation.
As a consequence of the person-centred community’s reluctance to adopt the 
language of psychiatry, little has been written on theory and practice in relation 
to psychopathology (Joseph et al 2005). This has also contributed to further 
marginalisation. In an attempt to bring together current person-centred 
perspectives on psychopathology, Stephen Joseph and Richard Worsley (2005) 
asked researchers and practitioners to consider a number of pertinent questions: 
Are all psychiatric diagnoses explicable by the person-centred model? Is 
person-centred therapy useful even if the theory is not able to explain the
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disorder? Why is it that the person-centred community does not adopt the 
language of psychology and psychiatry? Finally, what are the wider 
implications of the person-centred model to the community and to society in 
how we understand psychological suffering? Ultimately, Joseph and Worsley 
(2005) argued that in order to be taken seriously by health care professionals, 
NICE and the government, the Person-centred Approach needs to provide 
theory and evidence.
The value base of counselling psychology draws heavily from the humanistic 
approach. Wolf (1990) has identified the following as of particular importance 
in counselling psychology: an increasing awareness of the importance of the 
therapeutic relationship as a significant variable in facilitating change; a 
growing questioning of the medical model of professional-client relationships 
and a focus on facilitating well-being as opposed to responding to sickness and 
pathology. Counselling psychologists tend to favour models of practice and 
ways of thinking about mental illness that de-emphasise the medical model that 
underpins much of NHS practice. However, they seek recognition and 
employment in medical settings alongside clinical psychologists and 
psychiatrists. Therefore, the challenges facing the person-centred community 
are similar to those of counselling psychologists gaining employment in the 
NHS and holding the tension between two sets of values that seemingly oppose 
each other.
The aim of this literature review is to critically evaluate the person-centred 
approach to understanding psychopathology. The person-centred approach sets 
itself up as an alternative to the medical model and this review will explore its 
theoretical foundations and practice in relation to the most distressed and 
vulnerable members of our society. It will examine the approach in relation to 
the medical model and explore why it is that the person-centred community 
resists the diagnostic language of psychiatry and clinical psychology. Some 
contemporary person-centred researchers and practitioners have been adapting 
theories and practice in relation to specific clients with specific problems. This 
has generated much debate within the person-centred community about whether
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this is advocating a person-centred psychopathology which is moving away 
from humanistic values. This review will look at why this movement is evolving 
and what are the debates that are being generated in the literature. Finally, it will 
examine possible ways forward for the person-centred community in their 
struggle between those that prefer isolation as a way to remain true to their 
values and those that see a benefit in building bridges with other approaches. 
This review will also help address counselling psychology’s stance towards 
questions of psychopathology.
The Medical Models understanding of psvchopathologv
As the person-centred approach has no theory of psychopathology per se (in fact 
it is founded on the negation of the validity of such theories), it becomes 
important to summarise the stance it opposes. What has been constructed as a 
‘medical model’ by the person-centred community, relies primarily upon the 
American Psychiatric Association (APA) (1994) DSM-IV or the International 
Classification of Diseases 10 (ICD-10) favoured by the UK, to diagnose and 
treat the symptoms associated with what are assessed to be mental illnesses and 
disorders. The roots of this system go back to Emil Kraepelin’s classification 
system of mental disease in the nineteenth century. In line with the objectivist 
epistemology of the time, Kraepelin observed that certain symptoms occurr 
together frequently enough in order to be classified as a category or disorder 
(Lemma, 2005). Thus, similar to physical health, mental health is something 
that people have or don’t have and this serves various legal and medical 
purposes (Joseph et al, 2005). For example, a psychiatric diagnosis is required 
by law in decisions concerning sectioning people under the Mental Health Act 
1983.
The apparent equivalence in the activities of psychiatry and medicine is 
important in supporting psychiatry’s claim to be a branch of medicine and thus 
scientific. Diagnosis is central, because it is based on classification which is 
claimed to be central to science. Psychiatric diagnosis is therefore implicitly 
linked with science, so that whatever the shortcomings of the medical model
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are, it is implied that it is a step in the right direction towards the truth (Boyle,
1999).
Psychiatry has many explanations, documented by research, for different 
conditions including hereditary, biochemical and early environmental. These are 
seen as causal, aetiological factors, contributing alone or in combination to what 
is considered a specific disorder (Sommerbeck 2003). Nevertheless, because the 
DSM-IV defines and attributes the more serious psychological disturbances to 
'chemical imbalances', psychopharmacological drugs are widely prescribed to 
most people diagnosed with a mental illness.
In addition, the DSM-IV allows researchers and clinicians around the world to 
speak the same language. Improved treatments can be rapidly disseminated and 
health service planners given more accurate information about health service 
and individual needs. Additionally, it facilitates communication between health 
professionals which in turn enables research programmes to be carried out into 
the causes and treatments of the different disorders. If different disorders are 
thought to have different causes then this requires different treatments.
However, it is important to remember the ethnocentric nature of psychiatry as 
well as taking into account the social, cultural and political systems in which 
diagnostic systems evolved (Lemma, 1996). Perceptions of what is perceived as 
health and illness vary across cultures and the medical model has been criticised 
for not taking this into account.
Additionally, the emphasis that is placed on the DSM-IV as developing from 
objective science and thus rendering it value free is misleading. It should be 
understood as one way of thinking about people and their difficulties and not 
seen as the truth, whatever that may be.
Both psychoanalysis and CBT are considered to be offshoots of the medical 
model (Wilkins, 2005). It is from psychoanalysis that some of the labelling 
language of diagnosis arises, for example, ‘borderline’ and ‘narcissistic’. CBT
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follows the assumption that there are different treatments for different disorders 
and both follow the assessment /diagnosis/ treatment approach to human 
suffering.
Person-centred critique of medical model
Given the current predominance of the medical model in mental health services 
and psychological therapy and its influence on resources, including people’s 
access to therapy, the person-centred community has had to define their position 
in relation to diagnostics (Sanders & Tudor 2001). This has developed into a 
debate in which different ‘tribes’ take different perspectives on this (Tudor & 
Merry, 2006). Broadly speaking, person-centred practitioners are opposed to 
diagnosis on the grounds of inaccuracy, gratuitousness, stigmatisation, 
disempowerment, abuse and shrinkage which refers to the tendency of 
psychiatric labels to reduce the person to a named part of themselves (Feltham,
2000). Rogers (1951) was opposed to the use of diagnostic labels applied to 
psychological dynamics viewing it as “not only unnecessary but in some ways 
is detrimental or unwise” (p.223). He put forward two reasons for this. Firstly, 
that diagnosing places the locus of evaluation into the hands of experts which 
encourages dependency in the client and causes them to feel that the 
responsibility for understanding and improving the situation lies in the hands of 
another. As a consequence “ there is a degree of loss of personhood as the 
individual acquires the belief that only the expert can accurately evaluate him, 
and that therefore the measure of his personal worth lies in the hands of 
another” (p.224). Rogers’ second objection was that diagnosis has undesirable 
social and philosophical implications. He argued that one cannot take 
responsibility for making decisions about another person’s abilities, motives, 
conflicts and needs without a significant degree of control over the individual 
being an inevitable consequence: “the management of the lives of many by the 
self selected few would appear to be the natural consequence” (p225). Control 
may take the form of assessment, sectioning under mental health legislation and 
confinement (Tudor et al, 2006).
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Additionally, Rogers (1951) comments on the high degree of unreliability in 
diagnostic formulations. Since Rogers, this has been extensively explored not 
only in the person-centred literature but also in the critical psychiatry and 
psychology literature (Boyle, 1999). A study of the history of diagnostic 
categories over the last hundred years reveals considerable change (Tudor, 
2006). Definitions of what is neurotic depend on what is socially sanctioned or 
desirable at the time, although definitions of psychosis seems more consistent 
across time and cultures (Tudor, 2006). However, Bentall (1990) reports that 
statistical studies of groups given a diagnosis of schizophrenia have found no 
evidence that their ‘symptoms’ cluster together in a meaningful way.
Rogers (1951) added a further consideration that, “if certain diagnostic types 
come to be regarded as not amenable to psychotherapy, work with such 
individuals tends to cease, whether the judgment was correct or not” (p226). 
This is particularly relevant pertaining to the recent debates about whether 
people diagnosed with personality disorder are considered ‘treatable’. Indeed, 
up until recently, the official psychiatric view was that they were not. Sanders 
(2001), argues that diagnosis is not value free and can be politically motivated. 
He questions the value of the diagnostic category ‘personality disorder’, except 
as a way to consign certain people to a “hopeless and helpless existence” 
(p. 153). It is important to remember that groups who receive a diagnostic label 
are heterogeneous and there is a real danger of losing sight of individual 
differences, once labelled.
Joseph et al (2005) argue that in many instances it is probably more accurate to 
conceptualise the experiences that constitute disorders as lying along a 
continuum ranging from low levels of distress and dysfunction to high levels of 
distress and dysfunction. Bentall (2003) demonstrates that there is no dividing 
line between health and disturbance and advocates understanding and 
explanation of the experiences of people who receive diagnoses of psychosis. 
He links the experience of disturbance to events in people’s everyday lives.
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Others have followed and elaborated on Rogers’ thinking about diagnosis. 
Tudor and Merry (2002) summarise three approaches to diagnosis taken by 
person-centred practitioners. The first approach is to reject diagnosis completely 
(Shlien, 1989). Shlien argues that since person-centred therapy has only one 
‘treatment’, that is providing the conditions necessary and sufficient for 
facilitation of growth, then diagnosis is irrelevant. The second approach seeks to 
understand other systems (medicine, psychology and other psychotherapeutic 
approaches) and their approaches to psychopathology, diagnosis, assessment 
and treatment and to translate them into person-centred language, theory and 
concepts (Joseph et al, 2005). The third approach defined as ‘process 
differentiation’ advocates developing person-centred theory and practice in 
relation to psycho-diagnosis, assessment and to specific conditions such as 
borderline personality disorder (Bohart, 1990), depression (Catterall, 2005) and 
psychosis (Van Werde, 2005). This approach elaborates the concept of 
incongruence (illness) in terms of a person’s process rather than fixed disorder 
(Sanders et al, 2001).
The approach that completely rejects diagnosis has led to criticisms that person- 
centred therapy is advancing a kind of therapeutic uniformity (Tudor et al, 
2006). Additionally, it may contribute to the marginalisation of person-centred 
therapy as it places therapists outside of diagnosis oriented institutions such as 
the NHS. Proponents of process differentiation argue that it is useful to 
differentiate client’s process. Meams (2004) argues that it is not that these client 
processes need additional therapeutic strategies to those advocated in person- 
centred therapy, rather it is that these processes create particularly demanding 
relationships in terms of communication, engagement and trust. However, 
Sanders (2005) replies that,
“Humanistic alternative diagnostic formulations mainly consist of replacing one 
set of labels with another, again failing to address the inherent redundancy of 
detailed diagnosis and the iatrogenic nature of categorisation” (p.35).
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Person-centred Theory and Psychopathology
Person-centred therapy has been criticised for its perceived lack of a theory of 
psychopathology and therefore failing to differentiate the needs of clients 
experiencing mental health difficulties. Ho'wever, the validity of this criticism 
has been challenged by Wilkins (2003, 2005) with reference to early theory and 
research and to more contemporary research and practice. Before appraising 
this, it is important to understand Rogers’ thinking about the role of theory in 
relation to practice as this is important for understanding both the person- 
centred community and their critics.
Rogers tended to be suspicious of theories as his own experience of 
psychoanalytical and behaviouristic models led him to the conclusion that the 
premature application of theory makes it more difficult to trust one’s own 
perceptions and intuitions (Thome, 2003). Instead, Rogers tmsted the validity of 
his own experience with clients and felt strongly that theory which undermines 
that tmst either in oneself or in thé client’s experience is harmful to the 
therapeutic process. Rogers came to believe that what mattered was not some 
concept of objective reality, but the way in which someone perceives their 
reality (Thome, 2003). So the best way of understanding a person should be 
guided by relationship rather than theory. Through the application of 
phenomenological thinking to clinical practice, Rogers became convinced that 
clients know what is best for them and what direction they need to take in order 
to heal themselves. For Rogers, the danger of the therapist perceived as an 
expert who diagnoses and treats is that it encourages the client to tmst the 
‘expert’ over and above their own experiences of themselves. This ultimately 
increases the incongmence that therapy should help decrease. Rogers’ thinking 
has been hailed as radical and revolutionary by his followers as he threw into 
question the notion of the therapist as an expert. However, Rogers (1978) 
believed that opposition to person-centred therapy developed “primarily 
because it stmck such an outrageous blow to the therapist’s power’ (p. 16).
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Rogers’ theory of personality development and breakdown was shaped by his 
clinical experience of working with both psychologically disturbed children and 
adults. He described the process by which he came to theory as “clinical 
observation, initial conceptualisation, initial crude research to test out some of 
the hypotheses involved, further clinical observation, more rigorous formulation 
of the construct and its functional relationships, more refined operational 
definitions of the construct, more conclusive research” (Rogers, 1959, p 203). 
Thus Rogers’ theory was based on the evidence of his practice which he then 
subjected to an empirical research process. On the one hand Rogers was a 
pioneer in his application of the scientific method to psychotherapy; however, 
he became dissatisfied with positivism as achieving an understanding of the 
human condition (Wilkins, 2003). He emphasised science as a process rather 
than science as a result and by 1985, Rogers writes of his ‘pleasant surprise’ at 
reading of ‘new models of science that are more appropriate to a human 
science’(Kirschenbaum and Henderson, 1990a, p281). Rogers (1959) published 
his theoretical position in which he states ‘the purpose has been to provide 
ourselves with a tentative understanding of the human organism and its 
developing dynamics -  an attempt to make sense of this person who comes to us 
in therapy’ (pi 84).
Rogers (1959) argued that humans do not possess a self-concept prior to the 
point in infancy at which they achieve the capacity to conceptualise themselves 
as distinct and separate from other selves. Before reaching this point, there is no 
conflict between their interaction with reality and the basic actualising tendency, 
“he behaves as an organised whole, as a gestalt” (p. 222). The infant engages in 
an organismic valuing process whereby they value experiences that they like 
and attach negative values to experiences that they dislike or that are 
threatening. For Rogers, the development of the self-concept is accompanied by 
a need for positive regard. This need is universal and pervasive and persistent. If 
this need is satisfied, it will allow the self-concept to perceive itself as valued by 
significant others. This is then internalised as positive self regard. If the infant 
perceives.the positive regard to be consistent and not contingent on particular 
behaviours, then this is experienced as unconditional positive regard. Children
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who receive selective positive regard from significant others have difficulty 
maintaining positive self regard. The child becomes anxious and seeks out ways 
of winning love and affection (Thome, 2003). This may then lead to the child 
behaving in ways that are in conflict with their real feelings and ways of being. 
Rogers called this discrepancy, incongmence between self and experience. 
Where positive regard is selective, the child is a victim of conditions of worth. 
This is when the child believes they are worthy only if they think, feel and 
behave in ways that others have told them are worthy.
Incongmence between self and experience is present to a greater or lesser extent 
in everyone. Incongmence leads to psychological vulnerability of which the 
outcome is a defensive response to experiences that are perceived to threaten the 
person’s self concept. In more extreme cases, the child becomes alienated from 
their tme feelings, loses touch with their actualising tendency and becomes 
reliant on others for decision making and approval, due to a lack of confidence 
in their own capabilities. Rogers termed this as having an external locus of 
control. The level of dependence on an external locus of control is a reliable 
criterion for determining the presence of psychological disturbance (Thome, 
2003). The self-concept of the more neurotic person includes more powerful 
conditions of worth. Psychosis is similar to neurosis, but involves more extreme 
forms of defence.
An understanding of Rogers’ theory of personality and psychological 
maladjustment can help one to appreciate its implications for therapy and 
adjustment. “Optimal psychological adjustment is thus synonymous with 
complete congmence of self and experience, or complete openness to 
experience.” (Rogers, 1959, p.206). This position is reached when there are no 
conditions of worth which lead to some experiences being denied to awareness. 
Rogers observed the movement from maladjustment to adjustment as occurring 
within the context of his therapeutic relationships with clients. He set out to 
research the conditions that facilitated this process and identified what he
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termed  ^ ‘The necessary and sufficient conditions of therapeutic personality 
change’ (Rogers, 1957). Thus, rather than attempting to direct the client or 
interpret their experiences, the therapist is devoted to creating the core 
conditions which Rogers maintained were all that was needed for change to 
occur.
Although person-centred therapy has been viewed as an ‘optimistic’ philosophy 
of human nature, the conditions of worth can explain the cruelties of which 
human beings are capable (Kalmthout, 1998). These cruelties are viewed as the 
direct result of the conditions of worth and the lack of associated empathy, 
unconditional positive regard (UCR) and congruence experienced. Rogers did 
not want to be misunderstood in this respect: “I am quite aware, that out of 
defensiveness and inner fear individuals can and do behave in ways which are 
incredibly cruel, horribly destructive, immature, regressive, antisocial, hurtful. 
Yet one of the most refreshing and invigorating parts of my experience is to 
work with such individuals and to discover the strongly positive directional 
tendencies which exist in them, as in all of us, at the deepest levels” (p 220).
Wilkins (2005) argues that person-centred theory makes no claim as to the 
inherent ‘goodness’ of people. This is a misunderstanding of the concept of the 
actualising tendency which implies a direction not an end point. Sommerbeck 
(2003) adds that human beings are bom with constmctive and destructive 
potentials. Which of these are actualised depends on environmental factors, but 
it will always be the most constmctive ones possible under those conditions.
The person-centred approach has been criticised as lacking a theory of 
personality and of child development and thus having an inadequate view of 
how neuroses and psychoses may arise and, further, how they can be addressed. 
However, Wilkins (2003) argues that there is little about the human organism
 ^Two persons are in psychological contact
The client is in a state o f incongruence
The therapist is congruent or integrated in the relationship
The therapist experiences unconditional positive regard (UPC) for the client
The therapist experiences an empathie understanding o f the client’s internal frame o f reference and
communicates this to the client. Communication of empathie understanding and UPR is achieved.
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that person-centred theory does not explain. It traces both ‘healthy’ 
development and ‘dysfunctional’ development and shows that one can progress 
from the latter back to the former. Indeed, it could be argued that it is a theory 
of psychopathology in all but name. Nevertheless, Cain (1993) asserts that 
Rogers’ theory provides little help in understanding the wide varieties of 
disturbing and pathological experiences and behaviours and offers little 
guidance in helping therapists respond differentially to various forms of 
psychopathology.
As there is only one ‘treatment’ regardless of the client’s difficulty, there has 
been little impetus to research person-centred therapy in relation to different 
disorders. However, more recently, person-centred theory and practice in 
relation to specific psychopathological processes has been gaining momentum 
and there is an increasing body of relevant literature. Out of different 
motivations -  to be recognised by the authorities, to communicate with 
colleagues, to further develop understandings of person-centred therapy -  
numerous concepts have been developed (Schmid, 2005). Furthermore, theorists 
in the person-centred field and in the wider psychological community have been 
arguing that people do not have just one self concept or way of experiencing but 
many different ways in which they defend and construct themselves. Therefore, 
there is a need to develop person-centred understandings of the implications that 
this can have for an understanding of psychological distress and health (Cooper, 
2005). Before exploring contemporary person-centred psychopathology or 
‘process differentiation’, it is worth noting that work with people diagnosed 
with mental health problems has been a feature of person-centred practice since 
the 1950s. Wilkins (2005) points out that practitioners from other orientations 
may disagree with person-centred theory and practices but that is a different 
position from being critical of their supposed absence.
New Developments
There are four contemporary positions to psychopathology within the person- 
centred field. The first one came about as a result of Garry Prouty questioning
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what happens if the first of Rogers’ necessary and sufficient conditions, that 
there is ‘contact’ between client and therapist, is not met. He asserted that this 
first condition is regularly overlooked, with research emphasis being on the 
‘core conditions’. Pre-therapy was developed by Prouty (1994) and is a person- 
centred theory and practice of establishing psychological contact designed 
specifically for people who are ‘contact impaired’, that is to say, they have 
difficulty forming interpersonal relationships. It is for use when the client is 
‘pre-expressive’, for example when the therapist experiences no inner frame of 
reference from which they can empathically understand the other person. 
Therefore, the empathy of the therapist is to the client’s immediately observable 
behaviour and is communicated by way of several ‘contact reflections’ in order 
to establish contact with reality, with other people and their own affective self 
(Prouty, Van Werde & Portner, 2002). In other words, the therapist reflects 
what they perceive is happening in a concrete way staying with what is 
immediately observable. It is an essentially phenomenological method, since 
there is a respect for a tuning into the client’s world as they live it. Pre-therapy 
has been well documented and applied to people with learning disabilities, 
(Prouty, 1976, Portner, 2005), acute psychosis (Van Werde, 2005), chronic 
schizophrenia (Prouty, 1994), trauma, (Coffeng, 1996), and people with 
multiple personality (Roy, 1991). In Europe, pre-therapy has been used as a 
framework for in-patient ward settings for people diagnosed with psychosis 
(Deleu & Van Werde, 1998; Van Werde, 2002). It is also used with older people 
with dementia (Morton, 1999). It is also an approach that can be useful for all 
members of a multi-disciplinary team in engaging ‘contact impaired’ clients 
(Prouty, 2002).
It has been argued that the concept of pre-therapy is one of the most important 
evolutions in person-centred therapy because it provides a way of working 
therapeutically with people usually labelled as inappropriate for psychotherapy 
such as long-term hospitalised chronic psychiatric ‘patients’ or people with 
severe mental disabilities (Portner, 2002). These clients can to be hypersensitive 
to other people’s wishes to change them and when they sense such wishes in 
another they can react with resistance and withdrawal (Sommerbeck, 2003).
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However, Prouty (2002) suggests that this can be overcome when a therapist 
approaches such a client with an interest to relate and make contact as opposed 
to change. Once contact has been established over time, therapy can develop as 
appropriate.
The second position elaborates on Rogers’ proposition that incongruence leads 
to psychological disturbance. Since incongruence is central to distress, it 
follows that person-centred researchers and practitioners base models of 
psychopathology around it. Biermann -  Ratjen (1998) writes about 
incongruence and person-centred practice in relation to post-traumatic stress 
disorder, psychogenic illness and neurosis. She argues that depending on the 
phase in which self-development was interrupted, different forms of anxiety will 
govern a person’s life. The neurotic disposition usually does not develop after a 
single traumatic experience but as a consequence of living with significant 
others who are unable to accept the person for who they are.
The third position emphasises client ‘processes’ rather than ‘disorders’. Warner 
(2005) suggests that the ability to process meaning both ‘intra-psychically and 
within human relationships -  is so central to human nature that any inability to 
do so is likely to be experienced as affliction and to cause profound life 
disturbances’ (p.92) Individuals are likely to experience their processing as 
difficult when biologically and psychologically developed processing capacities 
become impaired. Additionally, physical or psychological damage that occurs 
later in life may disrupt capacities to process experience. Based on her clinical 
experience, Warner (2005) describes three kinds of difficult process: fragile, 
dissociated and psychotic. Clients develop these processes as attempts at self 
protection. When people try to protect themselves against painful childhood 
experiences ‘normal’ protective mechanisms get taken to the extreme and 
become difficult processes. They are not pathological in themselves but extreme 
forms of self protection that make it difficult to relate with others. People who 
have a fragile style of process may often be diagnosed as having borderline, 
narcissistic or schizoid personality disorders. Dissociated process is likely to 
have arisen to protect the person from childhood sexual or physical abuse.
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Warner (2005) argues that the human impulse to make sense of experience and 
connect with others in a relationship is so strong that despite any biological 
limitations, clients are likely to move in the direction of processing within the 
context of a genuine, empathie therapeutic relationship. Clients experiencing 
very fragile or dissociated process may only be able to receive silence or 
reflections that stay close to their own words and behaviour without feeling that 
their experience has been annihilated. In this case, pre-therapy may be 
appropriate in order to establish and maintain contact.
The fourth position, which is seen as compatible with person-centred theory and 
practice by some people but which moves away from understanding 
psychopathology as intrinsic and a response to relationships with significant 
others, locates its origin within society and the wider environment (Proctor, 
2002). Person-centred theory has been criticised for not paying enough attention 
to the influence of the social context upon a person. Waterhouse (1993) in a 
feminist critique of person-centred therapy suggests that the person-centred 
approach has neglected the politics of sexuality and gender, and is therefore 
incapable both of understanding and of meeting the diverse needs of women 
who come for therapy. Equally, people are affected by structural positions 
within society, with respect to, for example, age, gender, class, disability, 
sexuality and ethnicity. She argues that, “it is difficult to see how those who 
encounter oppression on one or more fronts can move towards a holistic 
integration of the self’ (p68). Proctor (2005) advocates a person-centred model 
which acknowledges the realities of inequalities in society.
It is argued that psychiatric systems are systems of control and power. However, 
if distress is a consequence of experiences of inequality, then psychiatry may be 
making people worse rather than better (Wilkins, 2005). This is partly the case 
made by proponents of the ‘anti-psychiatry’ movement, proponents of which 
included Laing (1965) and Szasz (1974), and currently by those involved in the 
critical psychology movement (see Newness, Holmes & Dunn 2001). Proctor 
(2002) points out that Rogers explicitly set out to change the role of therapist 
from that of an expert and to aim for a more egalitarian therapy relationship.
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However, she warns that there is a danger that it underestimates the power 
inherent in the role of a therapist. Thus a person-centred model needs to take 
account of inequalities both within and outside of the therapeutic relationship in 
order to be a force for personal and social change. Wilkins (2005) sees this as a 
challenge to person-centred theory and practice but one that can be met more 
easily than other approaches.
Even though the term has been resisted, person-centred therapy has always been 
concerned with the issue of psychopathology. More recently, Rogers’ theories 
have been reinterpreted and developed and are now seemed to offer support for 
different conceptions of working with people experiencing more extreme forms 
of emotional and mental distress. The four positions highlighted above continue 
to draw upon the original six necessary and sufficient conditions for personality 
change but emphasise the importance of certain conditions with particular 
clients. Advocates of the fourth position acknowledge the role that person- 
centred thinking has played in ‘de-expertising’ therapy but advocates extending 
this to understanding the effect that inequalities in society can have on 
psychopathology. Prouty’s pre-therapy has opened the door to working with 
populations that other models (including more traditional person-centred 
therapy) have deemed unsuitable for psychotherapy. Sommerbeck (2003) has 
found in her work with people diagnosed with personality disorder that person- 
centred therapy accommodates those clients who are sensitive and resistant to 
the therapist being the expert on the client. Warner emphasises fluid processes 
that serve a self-protective purpose rather than fixed pathological disorders. This 
draws on theory of the actualising tendency which suggests that the organism 
will move in the most constructive direction available under the circumstances, 
which for some people may be particularly abusive and/or oppressive.
Within the person-centred community there has evolved different ways of 
dealing with the growing requirement to diagnose or use diagnostic language. 
Some completely reject the medical model and diagnosis and others accept the 
primacy of the medical model and try to work around it both within and outside
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of the system. These two ends of the spectrum form much debate in the 
literature and provide a springboard for exploring ways forward.
It follows that if one needs to understand the different processes within clients, 
then process differentiation makes sense. However, Schmid (2005) argues that 
‘process’ differentiation is different to ‘disorder’ differentiation which is not 
person-centred. He recognises the importance of understanding the medical 
model and of being able to communicate with colleagues in psychology and 
psychiatry and of the importance of gaining recognition in order to gain access 
to resources. However, by making certain concessions, there is a danger of 
losing person-centred identity and “abandoning the radical paradigm change to 
the person in the centre” (p. 88). By using diagnostic language, process 
differentiation may be on a slippery slope to becoming disorder differentiation 
and the fear is that it might become amalgamated into general psychology.
In contrast to Schmid (2005), Meams (2003) emphasises the importance of 
‘articulating’ with the mainstream institutions in order to influence them. 
Articulating does not mean conforming. He argues that the willingness to 
dialogue with institutions of society represents a shift of ideology away from 
what he terms a pseudo religious allegiance to the approach and back to 
regarding it as an approach that can be debated. He believes the way forward is 
to highlight the ‘potentiality’ paradigm of humanistic psychology in contrast to 
the ‘deficiency’ paradigm of the medical model. Meams (2003) argues that 
‘behaviour that would be regarded as disturbed, inappropriate or deviant from a 
deficiency model perspective might be seen as adaptive or self protective from a 
potentiality model perspective’ (p.64). This does not make the behaviour any 
easier for those concemed or simplify the therapeutic process. However, it does 
offer altemative hypotheses and treatment possibilities. Through offering the 
core conditions, clients will move closer towards their potential whatever that 
may be. Additionally, if clients feel understood in this way it may make it more 
likely that they will engage and stay in therapy. .
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Sommerbeck (2003) highlights the traditional anti-psychiatric stance of many 
practitioners and their tendency to see psychiatry as the enemy which can be 
counter-productive with respect to any intention to humanise the system. This 
stance deters many practitioners from seeking work in a psychiatric context 
which again distances them from the clients they claim will be able to benefit 
from a person-centred approach. Sommerbeck (2003) a person-centred therapist 
who has worked within a psychiatric context for thirty years has found the 
concept of ‘complementarity’ helpful in reconciling two seemingly 
irreconcilable positions: “what you see and do from one viewpoint is neither 
more nor less true than what you see and do from the other. However, you 
cannot hold both viewpoints at the same time; instead you use one or the other 
viewpoint depending on your purpose” (p. 324). For example, when working 
with people who hear voices the role of the person-centred therapist is to 
understand the reality of the client. Later, in discussions with colleagues, their 
role may be that of explanation and consensual reality. This allows the therapist 
to connect and communicate with both clients and colleagues from other 
approaches. Refraining from using diagnostic language with clients but then 
using it to communicate with colleagues may be another example of the 
complementarity principle. One may guess that the critiques of this principle 
may point to the seeming hypocrisy of doing one thing and saying another but 
this needs to be weighed up against the potential benefits of person-centred 
thinking and practice in relation to clients, colleagues and the psychiatric system 
as a whole.
Conclusion
The person-centred movement feels threatened by two different factors. Firstly, 
the increasing insistence upon evidence base practice has further encouraged the 
NHS to favour approaches more in line with the medical model. Secondly, there 
is a false belief that person-centred therapy is not appropriate for people with 
severe and chronic psychological problems. This is a self fulfilling prophesy to 
some extent. As person-centred therapy is becoming increasingly marginalised 
from the NHS there has been a limiting of access to clients with more serious
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psychopathology, which perpetuates the false belief. However, the person- 
centred community has played its own part in its continued marginalisation. By 
not speaking the language of psychiatric diagnosis it has hampered their ability 
to communicate, debate and exchange ideas with colleagues from different 
approaches.
In relation to evidence-based practice, the person-centred model makes clear 
testable hypotheses that people will develop towards optimal functioning under 
certain circumstances (Joseph et al 2005). This is not just based on humane and 
ethical principles but has an extensive evidence base to support both theory and 
practice. However, the person-centred approach needs to continue to be active 
in the collection and dissemination of evidence for the effectiveness of the 
approach, in order to avoid further isolation.
The theory and practice of the person-centred approach with people with serious 
psychological problems has been developing since the 1950’s. Rogers explains 
‘psychopathology’ as the result of excessive exposure to conditions of worth 
leading to incongruence between self and experience. Psychiatry favours 
biological explanations particularly for the more serious mental health 
problems. As long as each model believes they are right and the other is wrong 
there leaves little room to manoeuvre. In fact, the person-centred proponents are 
bound to be swept aside as they are the ones with the least power and influence. 
In a sense, actualisation may become blocked because of a complex interaction 
of biological, psychological, interpersonal, social and cultural factors. However, 
evidence suggests that offering the core conditions is a way to facilitate 
actualisation of the client’s potentials within the context of any biological or 
social limitations. For example, to the degree that person-centred therapy can 
also help people process experiences in a more constructive way, it can help 
client’s process experiences in less psychotic ways (Sommerbeck, 2005).
Furthermore, contemporary advances in person-centred understanding of 
psychopathology have been revolutionary in reaching those that most 
psychotherapeutic approaches have not considered suitable for psychotherapy.
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Pre-therapy has developed a way of establishing contact and connecting with 
people with the most severe psychological problems in a ‘non-imposing, non­
intruding, non-demanding, unconditionally accepting way’ (Sommerbeck, 
2005). This approach has now been adapted to ward settings in a hospital in 
Belgium as a kind of person-centred therapeutic community. Other researchers 
and practitioners are also developing ways of defining and working with people 
with more severe psychological difficulties. Margaret Warner has developed 
concepts of difficult process and highlighted different ways of working with 
different processes.
New developments in theory and practice have stimulated important debate 
within the person-centred community as there are those that fear any 
‘concessions’ made will erode the person-centred unique identity and is 
damaging to the clients. However, many now believe that the person-centred 
approach can remain true to its underlying values and still be able to 
communicate with other professionals in a common language. Perhaps one way 
forward may be to resist considering other professional groups as synonymous 
with ‘medical model’ practices and to reach out to other professionals as unique 
individuals who may share similar viewpoints.
Indeed, the person-centred community is not alone in their concern about the 
increasing médicalisation of distress. Sanders (2005), points to a significant 
group of critical psychologists, academics and psychiatrists who have 
discovered that the best way to help chronically distressed people is to offer 
them what person-centred therapy has been advocating for many years. 
However, he expressed his frustration that they describe person-centred therapy 
in all but name and appear to be re-inventing the therapy from their own clinical 
experience. In addition, Joseph and Worsley (2005) highlight the similarities 
between the positive psychology movement and the person-centred approach, 
however, each discipline operates either with blinkers on to similar ideologies 
or with outright hostility. Indeed, increasingly researchers and clinicians from 
many therapeutic models including psychodynamic and cognitive behavioural 
therapy are moving back towards a more relational focus within therapy
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(Meams & Cooper, 2005). Communicating and sharing with those that are 
committed to humanising institutions could result in a more powerful force to 
be reckoned with.
Counselling psychology also shares person-centred humanistic values and is 
facing similar debates about its stance towards psychopathology. Within 
counselling psychology the primacy afforded to the therapeutic relationship is 
advocated no matter which therapeutic model is used; however, there are similar 
debates over the use of diagnostic categories and psychometric testing amongst 
other issues, with many professionals choosing to work within contexts where 
these practices are not advocated. Nevertheless, many more Counselling 
Psychologists are now choosing to work in the NHS. Just as some members of 
the person-centred community have found ways to work phenomenologically 
from an ethical base within the constraints of the system (Proctor, 2002, 2004; 
Sommerbeck, 2003) it is hoped that Counselling Psychologist’s can learn from 
this and implement some of the ways that this tension can be managed.
As a discipline, counselling psychology is receiving more recognition and 
therefore gaining not only access to the clients but to a system which it can help 
change from within. However, there is little published research exploring 
Counselling Psychologist’s experiences in the NHS which is an area that may 
be fruitful to explore empirically. It may well be particularly pertinent to look at 
whether Counselling Psychologists continue to identify with the humanistic 
paradigm after training and if so, how they manage this within psychiatric 
settings. These are questions that I would like to explore for my second year 
research project next year.
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Personal Reflections
Prior to training I had worked for four years in two medium secure psychiatric 
hospitals in London. I did not conceptualise it like this at the time but I had been 
plunged right into the heart of the medical model. Patients were sent to us from 
prison, on remand or from another secure setting for ‘assessment’ and 
‘treatment’ of their mental health problems. Most had long criminal records, 
even the 18 year olds that came from the young offenders institutes. Most had 
experienced incredibly sad and disturbing childhoods characterised by abuse 
neglect, abandonment and often lived in multiple care homes before getting 
themselves in their next care home -  prison. During these four years I was 
exposed to ‘psychopathology’ in its more extreme forms and witnessed the pain 
and suffering that it entails. I also noticed that that although the clinical team 
were there to ‘rehabilitate’ people, the medical model approach seemed to 
contribute to the suffering and therefore increase the risk of violence on the 
wards. This was not the case all the time. There were many staff from different 
disciplines who did some wonderful work with patients -  interventions which I 
now recognise to have a humanistic flavour. I grew more and more interested in 
altemative approaches to helping people with more severe mental health 
difficulties.
During my first few months of training, I became interested in the person- 
centred approach. It stmck a chord with me, and I kept going back in my mind 
to those wards and how I imagined people would benefit from a more 
humanistic approach to understanding the pain and suffering that was often 
behind their angry behaviour. During this time, I also started to think about my 
developing identity as a trainee counselling psychologist. I certainly was 
starting to feel that I had found my home within this discipline after having 
spent many years not knowing where home was. However, by locating this 
literature review in a humanistic framework, I felt I was also exploring 
counselling psychology’s stance towards the medical model and 
psychopathology. For this literature review, I combined my interest in
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psychopathology with my growing interest in person-centred therapy and 
developing identity as a Counselling Psychologist and arrived at my topic.
I came to this topic with a critical stance towards the medical model and the 
person-centred approach gave me a framework within which to express and 
validate my own opinions. During the writing of this literature review, I kept 
having to remind myself to keep a more balanced perspective. This was made 
easier by discovering that the person-centred community itself was split about 
‘psychopathology’. I automatically sided with those that tried to build bridges 
with the medical model rather than remain isolated. This is mostly because I 
whole heartedly believe that in order to work in the system you need to be able 
to communicate with colleagues and build bridges with other approaches to 
some extent if you don’t want to find yourself completely alienated and burnt 
out. I also believe that both the medical and humanistic models have advantages 
and disadvantages and much can be learned from both. I think this contributed 
to the way I interpreted the literature.
The process of researching and writing the literature review was challenging. 
There seemed to be so many different debates in the literature and it was hard to 
know which ones to focus on. Furthermore, accessing the person-centred 
literature was difficult as most of their journals are not considered mainstream 
and even the British Library was not able to find what I needed at times.
Having written this review I now feel that I have opened the lid on the person- 
centred approach and had a good look inside. In retrospect, I came to this topic 
with a belief that the person-centred approach although useful was still 
superficial in some ways. I now see its complexities and depth with the heated 
debates which run through it and the more contemporary developments in the 
field. I have also retained and deepened my admiration for a human science that 
is so passionately, ethically and respectfully committed to alleviating distress 
and suffering. I now look forward to taking some of the debates forward for my 
research next year.
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Counselling Psychologists’ experiences of working in the National Health 
Service (NHS); An Interpretive Phenomenological Analysis of Professional 
Identity Threat and its Management.
ABSTRACT
Counselling psychology has traditionally been associated with a humanistic and 
phenomenological value base. However, Counselling Psychologists entering the 
National Health Service (NHS) are likely to find themselves working with many 
professionals who draw precisely from those very traditions which the value 
base of counselling psychology contested from its conception. This conflict of 
values is likely to be particularly evident when working with people diagnosed 
with a severe and enduring mental health difficulty. It is in this context that 
counselling psychologists are hypothesised to experience more of a threat to 
their identity due to the dominance of the medical model and the culture of 
multi-disciplinary team working. However, this hypothesis has been mostly 
overlooked as an explicit research focus.
This research presents findings from a qualitative study with seven Chartered 
Counselling Psychologists who currently work in the NHS with people 
diagnosed with a severe and enduring mental health difficulty. Participants were 
interviewed about their experiences of working in the NHS. Data was subjected 
to interpretative phenomenological analysis. Resultant themes focused on how 
participants defined their professional identity; their experiences of threats to 
professional identity and strategies used to manage these threats. It is argued 
that the retention of professional identity is important for counselling
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psychologists in the NHS as the application of counselling psychology 
principles has the potential to enhance the psychological well being of people 
diagnosed with severe and enduring mental health difficulties.
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INTRODUCTION
Counselling Psychology has developed as a branch of professional 
psychological practice strongly influenced by human science research as well as 
principal psychotherapeutic traditions. It has only recently been formally 
recognised as a sub-discipline within the British Psychological Society (BPS). 
However, there continues to be some debate around what distinguishes 
counselling psychology from other areas of therapeutic practice and applied 
psychology, in particular clinical psychology.
In an attempt to explore the ways in which counselling psychology has been 
constructed by the community, Pugh and Coyle (2000) undertook a discourse 
analytic study comparing articles published in 1990 with articles published in 
1996 from the journal Counselling Psychology Review. The main themes of the 
1990 articles concerned the construction of identity and legitimisation whereas 
in the 1996 articles the emphasis was on more fine grained constructions of 
similarity and difference. Yet, exploring what makes counselling psychology 
distinctive was still the focus of the annual conference of the division of 
counselling psychology in 2006 which was entitled: ‘Counselling Psychology -  
Assertively Different’.
Altogether, a number of features have nonetheless emerged as central to the 
identity of the profession. Wolf (1990) has identified the following as of 
particular importance in counselling psychology: an increasing awareness of the 
importance of the therapeutic relationship as a significant variable in facilitating
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change; a growing questioning of the medical model of professional-client 
relationships; and a focus on facilitating well-being as opposed to responding to 
sickness and pathology. Lane and Corrie (2006) suggested that counselling 
psychology is also underpinned by a commitment to research which is 
respectful of the personal and in particular, the subjective and by a commitment 
to reflective practice and the role of personal development, therapy and 
supervision.
From this it is clear that counselling psychology draws heavily from the 
humanistic approach. Humanistic psychology emerged in the 1950s in reaction 
to behaviourism and psychoanalysis. It advocated a more holistic view of 
human beings and was concerned with the increasing médicalisation of distress 
of the time. It was proposed instead that psychological problems are understood 
in the broad context of the way people engage in life and their ways of being in 
the world rather than as individual disorders to be eliminated (Bohart, O’hara, 
Leitner, et al 2001). The belief that psychological difficulties are not really a 
‘pathology’ of the individual but a problem emerging in the relationship with 
those around them, is also central to counselling psychology.
However, although counselling psychology is rooted in humanistic tradition, it 
is also committed to recognising the value of both the cognitive behavioural and 
psychodynamic models of psychotherapy. Both these traditions tend to be much 
less suspicious of perspectives drawn from the medical model, in possible 
contrast with one of the fundamental tenets of counselling psychology in the 
UK. In addition, in this country most counselling psychologists are employed
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within the NHS, where most people diagnosed as having a mental illness 
receive their diagnosis, and treatment. This also may put counselling 
psychologists in a difficult position, especially when working with these people 
and in collaboration with professionals that trained within different traditions 
(for example, most clinical psychologists and psychiatrists). Craven (2004) 
highlighted that the principles and values as expressed in counselling 
psychology theory stand in opposition to the discourses (empiricist, bio­
medical) prevalent in the contexts that counselling psychologists find 
themselves working. How this conflict can be negotiated is a focus of this 
research.
Mrdjenovich and Moore (2004) highlighted a debate in America concerning 
whether counselling psychologists who practice in physical health-care settings 
experience a change in their professional identity. Professional identity was 
defined as a sense of connection to the values and emphases of counselling 
psychology. The authors also raised the issue of alienation and isolation 
reported by counselling psychologists in that setting. They argued that the 
retention of professional identity is important for counselling psychologists as 
the application of counselling psychology principles has the potential to make 
their contributions unique among mental health professionals in the health care 
arena. We contend that a similar argument could be made for counselling 
psychologists who work in the NHS, in particular with people diagnosed with a 
severe and enduring mental health difficulty.
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Social identity theory (SIT) and self-categorisation theory (SCT) are useful 
theoretical frameworks for understanding professional identity and identity 
threat. Professional identity, as one form of social identity, concerns group 
interactions in the workplace and relates to how people compare and 
differentiate themselves from other professional groups (Adams, Hean, Sturgis 
et al 2006). SIT is concerned with the social psychological analysis of 
intergroup relations, with a particular emphasis on intergroup conflict (Tajfel & 
Turner, 1979, 1986). According to SIT, individuals are motivated to perceive 
themselves favourably in relation to other people. In addition, people partly 
derive their self image from group memberships, and will try to compare a 
group to which they belong (ingroup) favourably with relevant groups to which 
they do not belong (outgroups). SCT specifies in detail the operation of the 
social categorisation process as the cognitive basis of group behaviour (Simon, 
2004). This comparison will contribute to a positive social identity (Doosje, 
Ellemers & Spears, 1999). Negatively discrepant comparisons between the in­
group and out-group result in low prestige which constitutes an identity threat.
One of the original aims of SIT was to identify possible strategies that people 
may use to cope with an identity threat. It has been argued that the nature of the 
threat depends on the social context in which it is encountered. The identity 
threat should motivate group members to adopt coping strategies. These 
strategies can range from individualistic strategies of social mobility to 
collective or group strategies of social change. Furthermore, people’s responses 
to each type of threat depends on the dimension of social comparison, and
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above all, the extent to which individuals feel committed to the group 
(Branscombe, Ellemers & Spears et al 1999).
It is in the context of the NHS working with people diagnosed with a severe and 
enduring mental health difficulty that Counselling .Psychologists may 
experience a threat to their professional identity due to the dominance of the 
medical model and the culture of multi-disciplinary team working. 
Understanding professional identity threat in Counselling Psychologists may 
have important ramifications for the employment and retention of clinicians 
who have a unique contribution to make in the enhancement of the 
psychological wellbeing of people. Ultimately, if Counselling Psychologists do 
not retain a sense of connection to the values and emphases of counselling 
psychology, it seems like it would perhaps be difficult for them to make the 
unique contribution as suggested.
It seems important therefore to understand how Counselling Psychologists 
position themselves in relation to other professional groups, for example. 
Clinical Psychologists and Psychiatrists. Comparisons with other groups may 
influence the professional identity of Counselling Psychologists depending on 
the perceived status of the groups in question. What do counselling 
psychologists do with dimensions of comparison that are negative? The 
perception of belonging to an in group as low in status may constitute an 
identity threat and precipitate pressure to conform to a more medical model 
approach. Others may strengthen their identification with the core values of the 
profession but risk being or feeling ostracised or isolated. Although social
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identity and social categorisation theory can help explain some of the processes 
involved it may not tell the  ^whole story. This is a complex context and different 
strategies or coping resources may have a part to play that is not identified in 
theory.
Understanding of how this context may influence professional identity and 
practice and exploring how threats are managed in relation to both colleagues 
and clients may be important for both current and prospective Counselling 
Psychologists seeking work in the NHS.
Much of the published literature concerning the practice of professional 
psychology in the NHS refers to an area other than counselling psychology (e.g 
Belar & Deardorff, 1995; Haley, McDaniel & Bray et al, 1998). Research 
concerning Counselling Psychologists in this context has been relatively 
limited. Literature that does pertain to Counselling Psychologists in the NHS 
working with people diagnosed with severe and enduring mental health 
difficulties tends to be comprised of professional or theoretical review and 
position papers, as opposed to reports of empirical studies. It therefore seems 
necessary to expand research in this area.
Research questions
The aim of this research is to understand the experiences of Counselling 
Psychologists in the NHS working with people diagnosed with a severe and 
enduring mental health difficulty. Within this, it explores professional identity 
with a view to further understanding experiences of threat to professional
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identity along with how threats can be managed. In particular the following 
questions are addressed:
1) Do these professionals continue to identify with the humanistic value base of 
counselling psychology?
2) How do they compare themselves in relation to other professional groups, for 
example. Clinical Psychologists or Psychiatrists?
3) How do they cope with dimensions of comparison that are negative? 
METHOD
Design
This research employs a qualitative methodology because it is concerned with 
experiences and the meanings these hold for the individual. Qualitative studies 
can also be particularly apt to initial exploration of unchartered areas like the 
one of concern here, as they aim to remain as faithful as possible to the 
phenomenon and context in which it appears in the world. Another advantage of 
qualitative studies is that a limited number of participants allows for a more in- 
depth analysis and can act as a baseline for larger studies of the same type 
(Smith et al 1997). Interpretative Phenomenological Analysis (IPA) was chosen 
as the most suitable approach with which to answer the research questions. With 
its psychological approach focusing on how people think about and understand
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experiences it is particularly apt to explore notions of identity. IP A is also 
appropriate to explore the phenomenology of a small, homogeneous sample.
Participants
Seven Chartered Counselling Psychologists who work in the NHS with clients 
who have been diagnosed with a severe and enduring mental health difficulty 
were recruited to take part in this research. In order to be referred for 
psychological therapy or ‘treatment’ in the NHS in secondary or tertiary care, it 
is necessary to have a psychiatric diagnosis. All these referrals must be assessed 
to fall in the category of a ‘severe and enduring mental health difficulty’. Only 
counselling psychologists whose clients fall within this remit were eligible to 
participate. As this research is an initial exploration of experiences in this 
setting, participants were recruited regardless of clinical experience or the 
amount of time worked in the NHS. However, as this information may be of 
relevance it will be provided in table 1. Smith and Eatough (in press) 
recommend a sample size between 6 -  8 for an IPA. As this provides enough 
cases to examine similarities and differences between participants but not so 
many that the researcher could potentially be overwhelmed by the amount of 
data generated.
One particular NHS trust was chosen as it employs more Counselling 
Psychologists than any other trust in the locality. Single site ethical approval 
was sought rather than multi-site based on the understanding that this is an 
initial exploration of the area which can be extended in the future if the research
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proves fruitful. Recruiting from one trust can be advantageous in itself as it 
allows for a more homogenous sample.
Participants were recruited through the lead Consultant Counselling 
Psychologist of the NHS Trust who sent an email attachment of the participant 
information sheet (Appendix 3) to all Counselling Psychologists who met the 
eligibility criteria. People who were interested in taking part were then able to 
contact the first author of this research directly through e-mail or telephone. 
Further attempts to recruit were made by ‘snowballing’ from those who 
volunteered through this channel.
!
Five participants were women and two wçre men. Participants’ mean age was 
41.4 years (range 32-55). Five described themselves as white British, one as 
Asian British and one as white Polish. One was employed on an 8c Consultant 
grade, three were employed on a grade 7 (Chartered Psychologist entry level) 
and three employed on 8a grade. The mean number of years since qualification 
was 5.8 years (range 2-11). The mean number of years spent working in the 
NHS was 8.1 years (range 4-13). Their preferred therapeutic orientation varied 
and is presented along with the demographic data in tablet.
All names have been changed to protect the anonymity of participants.
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Table 1
Name Gender Age Grade Years since 
qualification
Years 
working in 
NHS
Therapeutic
Orientation
Alison Female 32 7 3 10 Cognitive Behavioural 
Therapy
(CBT)Antegrative
Belinda Female 50 8c 11 13 Cognitive with Systemic 
overview and Humanistic 
principles
Catherine Female 38 8a 6 8 Psychodynamic but 
currently using 
Dialectical Behavioural 
Therapy
Daniel Male 39 8a 5 7 CBT
Elizabeth Female 35 7 2 5 Psychodynamic and 
Humanistic
Frank Male 55 7 4 4 CBT
Geraldine Female 41 8a 5 10 Integrative
Interview sehedule
A semi-structured interview schedule was developed based on the aims of the 
research and the research questions. (Appendix 6). This is a particularly 
beneficial way to collect data for IPA (Smith and Osbourne, 2003). This is 
because the researcher is in a position to follow up interesting and important 
issues that come up during the interview which allow for more access into the 
psychological and social world of the participant (Smith and Eatough, in press). 
The interview schedule consisted of open-ended questions covering the areas of 
‘professional identity’, ‘potential threats to identity’ and ‘ways in which these 
can be managed’.
I f
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Procedure
Ethical approval was obtained through the Central Office for Research Ethics 
Committees (COREC) and The University of Surrey Ethics Board (Appendix
2). Interviews took place at the place of work of participants. All participants 
were re-briefed as to the purpose of the study, how the data is recorded and used 
and issues related to confidentiality and the disposal of tapes (Appendix 3). 
Time was allocated to answer any questions that participants had. Consent 
forms were signed at this point (Appendix 5) and participants completed a 
demographic questionnaire (Appendix 4). The interviews lasted between 45 
minutes and 1 hour 15 minutes. The interview style aimed to be non-directive 
and the researcher kept in mind counselling skills such as those advocated by 
Rogers (1957). Prior to taking part in the interview, participants were informed 
that if they do feel distressed at any time during the interview they are free to 
withdraw at any time. Alternative support networks would have been suggested 
if distress was caused during the interview. At the end of the interview, 
participants were given the opportunity to reflect on how they had felt during 
the interview.
Analytic strategy
All interviews were audio-recorded, transcribed verbatim and analysed using 
the idiographic version of IPA (Smith, 1996; Smith et al., 1999; Smith and 
Osborn, 2003). IPA assumes a double hermeneutic stance which makes explicit 
the meaning making that both participant and researcher is engaged in. Thus 
the researcher is interpreting and trying to make sense of the participant’s
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experiences from their own perspective. Data is interpreted primarily through 
analysis of participants’ meaning making; however, relevant theoretical 
concepts such as SIT and SCT may potentially shed maximal psychological 
light upon the data. Therefore, theory will be used lightly to inform rather than 
drive analysis.
The first transcript was read repeatedly before noting down in the left hand 
margin initial comments. The right hand margin was then used to document 
emerging theme titles which captured the participant’s experience. Then 
emerging themes were clustered or collapsed to produce a table of themes and 
sub themes. This procedure was repeated for the subsequent six transcripts. 
Finally, recurrent themes across all transcripts were identified and a master list 
of themes and sub-themes was obtained. Care was taken to ensure that each 
theme was grounded in the data and not to let researchers own biases distort the 
process. Nevertheless, inevitably the selection process requires interpretation on 
the part of the researcher (Flowers, 1997). Themes were also ordered to produce 
a research narrative. In order to minimise researcher bias in the selection of 
themes, the themes and transcripts were given to another researcher to ensure 
that interpretations were grounded in participants’ accounts.
IPA starts from the assumption that people’s accounts tell us something about 
their thoughts and feelings, and these are connected to people’s experiences. It 
produces knowledge about what and how people think about the phenomenon 
under investigation. It does not ask whether participants’ accounts are true or
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false or to what extent their perceptions correspond to an external reality. What 
matters is how participants experience the situation (Willig, 2001).
This study can be evaluated by referring to the guidelines for the evaluation of 
qualitative research (Elliott, Fischer and Rennie, 1999). The following attributes 
are considered pertinent; ‘owning one’s perspective’, ‘situating the sample’, 
‘grounding in examples’ and ‘coherence’. These will be discussed further in the 
overview.
As a Trainee Counselling Psychologist who has six years experience working in 
the NHS with people diagnosed with a severe and enduring mental health 
difficulty, I am aware that this could affect the way I engaged with participants 
and analysed their data. See ‘Personal Reflections’ at the end of the study for 
more information about the researcher’s interpretive framework.
ANALYSIS
For the following analysis, direct quotes from the interview transcripts are 
written in italics. Ellipses points (...) are used to indicate that a passage has 
been omitted from the original transcript.
The analysis yielded five main themes with 0 to 9 sub-themes each. These are 
reported in table 2 below.
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Table 2: Master table of themes and sub-themes
Professional Potential Threats to 
Identity Professional Identity
Strategies to Manage 
Identity Threat
Change in 
the NHS
Counselling 
Psychology and 
Working with 
Severe and 
Enduring Mental 
Health 
Difficulties
i) Experiences of identity 
loss
ii) The NHS
iii) The medical model
iv) Clinical psychology
i) Use of counselling 
psychology values
ii) Dialogue and 
engagement
iii) Use of language
iv) Strong identity
v) Awareness of 
triggering identity threat 
in other groups
vi) Educate
vii) Show results
viii) Personality 
characteristics
ix) Leave the group
Due to word limitations it is not possible to elaborate each theme in detail. I 
therefore intend to focus on those themes that are relevant to my research 
questions and have not been addressed in previous literature. These are: 
Professional identity; threats to identity and managing threats to identity. The 
theme ‘change in the NHS’ refers to how all participants talked about noticing 
that the NHS is changing and moving towards some of the values that 
counselling psychology advocates. The theme ‘counselling psychology and 
working with severe and enduring mental health difficulties’ refers specifically 
to the therapeutic work that is untaken with this client group. Most participants 
talked about the value of counselling psychology practice in this area.
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1) PROFESSIONAL IDENTITY
Participants were given the space to talk about how they defined themselves 
professionally and what counselling psychology meant to them. In relation to 
the research question, an understanding of their professional identity gives 
context to experiences of identity threat explored in the next theme.
Participants compared and contrasted themselves or their approach with another 
dominant group or approach that is significant in their working environment. 
Whether or not people are willing to be categorised in terms of a particular 
group is likely to depend on their level of identification or commitment to that 
particular group relative to their involvement with another competing 
categorisation (Branscombe, Ellemers & Doosje, 1999). Most participants spoke 
about their identity as a Counselling Psychologist in terms of its humanistic core 
values which emphasises the therapeutic relationship and phenomenological 
approach to working with people. For example:
For me, i t’s very much about being a practitioner who is able to connect to 
somebody at a level (...) to connect to people, in a very kind o f human way, with 
a view to trying to understand where they are coming from, but at the same time 
not necessarily focusing on treatment and kind o f A = B, that cause and effect, 
but very much with that kind o f bigger picture, and working with very much 
what is presented rather than what I  think we should be working on. (Alison)
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Alison appears to identify with counselling psychology as a group that she 
belongs to and which she draws on to define her practice. She contrasts her 
approach with its positive connotations of being ‘human’ and ‘in connection’ 
with other approaches which focus on ‘treatment’ and ‘cause and effect’, an 
approach which she talks about as implying the notion of expertise in order to 
work on what one ‘should be working on’. Even though she does not mention 
the medical model, the fundamental tenancies on which it is based are 
represented in her account. The contrast serves to highlight her affiliation to the 
profession of counselling psychology and distance herself from other 
professions.
Elizabeth does not differentiate herself from other approaches in quite the same 
way. Instead she sees counselling psychology as one which draws from both 
other professional groups around her and acts like a bridge between the two.
“It was through my work with clients that brought me closer to counselling 
psychology which I  see as a bridge between clinical psychology and 
psychotherapy (...) it allows you to work clinically in a much more fluid way 
with an emphasis on the relationship with the evidence base o f psychology” 
(Elizabeth).
Most participants strongly identified themselves as Counselling Psychologists 
as a group which expressed something about who they are. For example, 
Catherine said:
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“Being a Counselling Psychologist means I  engage fully with the relationship 
and the emotions and what is in the room (...) I ’m very proud o f  what I  do and 
how I  do it, I  am really very evangelistic hut i t ’s really what I  believe...I’m very 
happy to hear from other perspectives but I ’m not ashamed about who I  am, 
quite the opposite really”
(Catherine).
Other participants who talked about their strong identification with the group 
spoke about counselling psychology in terms of its ''relational values ”, 
“respect for the other ”, and “holistic ” approach to people. It is these kinds of 
qualities that Frank referred to when he talked about the application of 
counselling psychology to severe and enduring mental health:
“I ’m very pleased to find  out that counselling psychology values do apply, that 
sort o f treatment is effective (...) in my opinion, it is the most effective way o f  
working with people with so called severe and enduring mental health 
difficulties”. (Frank)
In contrast, Daniel talks about his identity to counselling psychology in a 
different way.
“The therapeutic relationship is fundamental to the way I  work, but I  would 
argue that it is fundamental to the way in which any therapy works whether it is 
counselling, clinical psychology, CBT, i f  my patients don’t trust me (...) then I  
will get nothing done, humanistic values goes without saying but I  would say
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that is not unique to counselling psychology (...) it feels almost treacherous, but 
I ’m tempted to say that I  see myself more as a Psychologist. ” (Daniel)
Here Daniel also talks about the importance he places on the therapeutic 
relationship in his clinical work. However, contrary to Alison, Catherine and 
Elizabeth, he does not believe that this is an aspect of his practice that needs to 
be directly attributed to the profession of counselling psychology.
Daniels’s preference to see himself as a Psychologist rather than a Counselling 
Psychologist could be illuminated with reference to Social Identity. Theory 
(SIT). According to SIT, individuals strive to maintain their self-esteem through 
their identification with their group. Therefore, when social identity is 
unsatisfactory, individuals may leave their existing group and join a more 
positively distinct or higher status group (Tajfel & Turner, 1979).
2) POTENTIAL THREATS TO PROFESSIONAL IDENTITY
For some participants the strength of their professional identification with 
counselling psychology was an important factor in the experience of identity 
threat. This theme will first explore the experience of identity loss before 
moving on to look at examples of identity threat within the context of 
participants’ working lives.
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i) Experiences of identity loss
For some participants the consequence of experiencing threat was feeling a loss 
of their professional identity. For example:
“There has been a time where I  thought I ’d lost it all, I  fe lt deskilled at one 
stage and with that I  feel I  lost my identity as a Counselling Psychologist to 
actually now I  feel I  regained a sense o f independence and now believing in my 
identity (...) so there has been a real journey. (Catherine)
“Very difficult to preserve your identity as a Counselling Psychologist, because 
you are seen as a Psychologist, but you’ve got to get on with the job and not 
worry too much about the terms that people are using to refer to you, but in 
some ways I ’ve become quite lazy in that sense, I  have noticed myself signing 
my letters o ff as chartered psychologist and missing the counselling bit out, its 
almost unconscious (...) ” (Alison)
Both Alison and Catherine talk about threats to their identity due to significant 
others not recognising who they are and not respecting and allowing for any 
differences. The title ‘Psychologist’ in the NHS possibly carries a higher status 
than the title ‘Counselling Psychologist’. With these experiences in mind, there 
is research examining the relative salience of multiple identities in 
organisational contexts (Pratt & Foremans, 2000 and Ashforth & Johnson, 
2001). It is suggested that the more salient a higher order identity, the more 
likely that a member will think, feel and act in ways consistent with that
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identity. Therefore, as noted by Alison, it may be more than laziness that 
contributes to her dropping the ‘Counselling’ in her title.
For Frank there was also the sense that it is harder to hold on to your identity as 
a member of a professional group which is newer and therefore less understood. 
When asked how he manages to hold on to his identity, Frank replied:
'With difficulty sometimes, it does raise problems especially when you are 
coming from one place and the other is coming from the other one, and because 
the philosophy o f  counselling psychology is so new to the NHS, Counselling 
Psychologists tend to be aware o f both sides, whereas other people can be 
unaware o f the alternative, and so you have to step carefully sometimes, 
remembering that people’s view o f themselves and careers are based on the 
previous model, so they might see it as an attack on them, i t ’s not, but they 
might see it that way, can be touchy ” (Frank).
It is interesting to note that in Frank’s experience, not only do Counselling 
Psychologists experience threat to their identity but they can cause similar 
processes in other people. In this regard, there have been a number of studies 
showing that the perception of belonging to two distinct groups is sufficient to 
trigger intergroup discrimination favouring the in-group (Taijfel, 1970; Tajfel, 
Billig, Bundy et al 1971).
Catherine spoke explicitly about what she felt she had lost:
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" I’ve lost a lot o f the reflection and the reflective space around process (...) my 
psychological brain has shrunk, I  feel I  can’t think about things in a fluent way 
anymore (...) I ’ve lost a lot o f  independence ”
ii) Counselling Psychology and the NHS
The NHS was identified as a potential threat to professional identity and as 
contributing to some participants’ experiences of loss of identity. Many 
participants talked about experiencing a tension between their preferred way of 
working as a Counselling Psychologist and the realities of NHS working. The 
NHS is based on what has been constructed to be the medical model and this is 
at odds with how the philosophy of counselling psychology is framed within the 
UK. This tension takes careful manoeuvring to navigate (Walsh, Frankland and 
Cross 2004). For example, Alison said:
“My experience o f  working as a Counselling Psychologist in the NHS is very, 
very pressurised, it ’s about limits and timings and resources, I  suppose you 
have this somewhat naïve idea that you can be everything to everybody and 
have the freedom to see people for as long as you want because therapy is about 
being creative and allowing people to express themselves ” (Alison)
The lack of resources in the NHS was mentioned by most participants as 
impacting on clinical practice. It is implied that quantity over quality is valued 
and this can have serious implications for ethical practice. For example, 
Catherine said:
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“there is a pressure to see more clients on a short term basis, a lot o f pressure 
on getting people through at the expense o f your professional way o f thinking 
and your own ethics” (Catherine)
This was not said to be a difficulty that only counselling psychologists 
experience:
“I  think all psychological therapists have a job to f t  themselves into the NHS 
strictures, they have to be careful o f how they are being used” (Geraldine)
Daniel talked about the realities of working with very distressed people who 
have complex needs in a short space of time; for example, a phenomenological- 
existentialist approach was perceived to be a luxury that was not possible in this 
context:
“I  do think Counselling Psychologists have some interesting things to offer but 
I  don’t explore it because I  don’t have the time (...) in a CMHT we are working 
with people with very enduring mental health problems and quite often the work 
is around is house warm enough, is there heating, can they put food on the 
table, what’s happening with their alcohol abuse or drug abuse (...) have they 
tried to commit suicide this week (...) significant problems which have to be 
dealt with in the here and now with a very limited time frame. (Daniel)
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(iii) Counselling psychology and the medical model
What is of interest in relation to the research question is the extent to which the 
medical model is experienced as a threat to professional identity and whether 
participants have experienced a change in their approach since working in this 
context.
Most participants talked about experiencing a conflict between their humanistic 
values and the diagnostic language that is used in the NHS. However, they 
talked about starting to use more diagnostic language since working in this 
context. For example, Alison said:
“I  was just aware as I  was talking to you that I  was saying chronic and I  was 
saying problems, and kind o f  that very kind o f  definitive and negative emphasis 
rather the positive emphasis on growth and change and development o f  
potential which I  suppose is what I  started my training thinking about” (Alison)
As the dominant paradigm in the NHS it has the potential to exert an influence 
over the practice of counselling psychology. Alison continues:
“I ’ve noticed my terminology has changed, you start to almost get sucked into 
the language, that allows you in some ways to accept that there might be limits 
to a particular client, and that’s not always true ” (Alison)
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The way Alison reflects on her experience implies that that there is an element 
of being in the grips of an external force that she has little control over.
This pressure to conform was termed ‘Depersonalisation’ by Tajfel (1969) when 
referring to the ‘loss’ of the individuality of out-group members. However, it 
was later used by Turner, Hogg and Oakes et al. (1987) to describe an 
individual assuming group characteristics, which they considered a ‘gain’ of 
additional forrns of identity.
Some participants who strongly opposed the use of diagnostics talked about 
thinking more flexibly about the issue since working in the NHS. Most people 
argued that the DSM can be useful or harmful depending on how it is used and 
interpreted. For example:
“the first thing that we do is diagnose people, which goes completely against my 
belief, I  mean I ’ve changed a little bit because there are different ways o f  
diagnosing, different ways o f putting it across to people, the diagnosis is not 
important i t ’s what it means, le t’s look at what it means and how it affects you 
(Catherine)
Some participants spoke about the importance of being aware of the status and 
reputation of the medical model outside of the NHS. In this case, receiving a 
diagnosis can have enormous benefits for people in terms of allocation of 
resources, receiving immediate and ongoing support and even the granting of 
asylum in this country. Geraldine reported that an advantage of diagnostics is:
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“to get them a fair hearing, I  think certainly with the immigration system which 
is unfair, i t ’s not a level playing field, it can be quite difficult for individual 
exiles to be heard properly; sometimes when we are writing about our work it is 
important to give the home office enough information and they can make a 
proper judgement about what is going on ”,
Even though there can be serious ethical implications of using diagnostics, in 
practice it is important to be aware of the wider context in which both 
counselling psychology and the NHS operate. One implication of Geraldine’s 
experience could be that by refusing to use diagnostic categories people can 
deprive their clients of essential support at times of crisis.
IV) Counselling Psychology and Clinical Psychology
Some participants talked about experiencing threats to their identity in relation 
to Clinical Psychologists.
“ Being quite deni^ated in the team for being a Counselling Psychologist, very 
obvious to the point where we were told they would not employ Counselling 
Psychologists again, because we were not clinical enough. My colleague was 
told her voice was too soft and we engaged too much with the client, we put too 
much emphasis on the therapy and the therapeutic relationship (...) we were not 
pure enough in our approach, we were not CET as per the manual, we were too 
integrative and that was because we had difficulties labelling people to start
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with (...) our training is seen as too wishy washy (...) it can he quite demeaning 
at times ” (Catherine).
Clearly, Catherine is relaying a very distressing experience and feels quite 
bullied at work for being a Counselling Psychologist. She believes this has had 
a significant impact on her identity leading her to feel, as explored earlier on, 
that she Tost it all’.
The profession of clinical psychology has relied on the concept of science to 
argue for its status and expertise in health care (Cheshire & Pilgrim, 2004). In 
contrast the profession of counselling psychology with its humanistic roots, 
challenges the notion of expert knowledge and emphasises the quality of the 
therapeutic relationship as a significant factor in facilitating change. It is this 
conflict that is particularly difficult for Catherine as she feels she is being forced 
to adopt the approach of a model she disagrees with.
Catherine also talked about the experience of alienation:
“I  think being a Counselling Psychologist has been quite difficult to work in the 
NHS, it’s very medically led, very led by Clinical Psychologists, i t ’s easier as 
there were more Counselling Psychologists but that is changing, i t ’s going to 
feel more isolated as a profession. ” (Catherine)
Feeling alienated from colleagues in the hospital setting was an issue raised by 
Counselling Psychologists in America who work in health-care settings
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(Mrdjenovich et al 2004). When a person from a minority group is present in 
small numbers within a larger team or organisation then they can be susceptible 
to various negative perceptual processes and interaction dynamics. This can be 
particularly so if the person represents a lower status group who are attempting 
to gain entry into the territory of a higher status group (Hewstone, Martin and 
Hammer-Hewstone et al 2001). It may therefore be preferable to conform to the 
norms of the majority.
In her role as a Consultant, Belinda talked about her experience of working with 
Counselling Psychologists over the years. She points to how susceptible 
counselling psychologists are to conforming to the more dominant paradigm.
“we get people who have had most o f  their training in the NHS without having 
Counselling Psychologists around who adopt quite a lot o f  the philosophy o f  
clinical psychology” (Belinda).
However, more integration amongst the disciplines could also develop more 
understanding of counselling psychology in the NHS; for example, Belinda 
continued:
“With all the interaction done between trainees and different supervisors, it will 
be positive in helping the notion to spread.
Lewis and Bor (1998) obtained data which demonstrated confusion among 
Clinical Psychologists around the identity and competencies of Counselling
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Psychologists. They suggest that Counselling Psychologists should work to 
clarify their identity and increase communication with professional colleagues. 
Although this study is nearly ten years old, in light of the experiences of 
participants in this research, it appears that the suggestion remains relevant.
Participants who were more senior and more in control of decision making were 
less likely to experience threats to their identity. However, to maintain a strong 
identity in light of strong pressure to conform could result in psychological 
distress and alienation.
3. STRATEGIES TO MANAGE IDENTITY THREAT IN THE NHS
So far, participants’ accounts of professional identity and identity threat have 
been explored. This theme explores the way in which participants talk about 
managing the potential threats to their professional identity. There were many 
strategies spoken about in the interviews and due to word limitations I will 
focus on those strategies that seemed of greatest salience to participants. This 
was assessed as those themes that participants mentioned most frequently. All 
the sub-themes are presented in table 2 at the beginning of this section.
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i) Draw on counselling psychology values
When confronted with conflict and misunderstanding from colleagues in 
different professional groups, participants talked about, drawing on humanistic 
values to attempt to understand the other’s position.
‘W e should practice our philosophy on the people who oppose us ” (Frank)
In this regard, Carl Rogers (1977) was committed to applying the person- 
centred approach on a wider scale. He cites several examples of the way he was 
able to apply person centred theory in the aid of fostering meaningful 
communication between conflicting groups.
Some talked about the value of ongoing personal therapy and self-reflection. 
Catherine has negotiated a journey from loss of identity to a place which allows 
her to work in her team but keep a sense of her identity as a counselling 
psychologist. She said:
“Personal therapy has helped a lot as well, to reflect upon self and what is 
going on and to come to a place where I  felt I  needed to do something 
different(...) I  had to find  a way to deliver what was expected but within my own 
preference ” (Catherine)
Strawbridge and Woolfe (2003) highlight that like clients, clinicians are people 
with issues and difficulties in their lives and understanding how they impact
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upon relationships with clients is important. Hence, there is an emphasis in 
counselling psychology training and practice on personal therapy and 
supervision. '
ii)Dialogue, engagement and use of language
Earlier, diagnostic language was identified as a potential threat for participants. 
As a way to manage this threat participants talked about using language as a 
way to engage other professionals and become a ‘force for change’. For 
example, Alison said:
“I ’m a great believer in changing the way people perceive things through 
dialogue and engagement rather than through revolt, so I  don’t stand there with 
a banner saying I  don’t like the fact that we are labelling this person, but I  will 
try to use terminology in team meetings that might make people stop and think 
‘aahh that’s, interesting, Alison said the person diagnosed with rather than the 
schizophrenic person ’, you know, little subtle things like that I  suppose, you can 
change from within ” (Alison)
Similarly to Alison, Belinda talked about the importance of being familiar with 
the medical model, being able to enter that world, to engage, communicate and 
build relationships with other professionals and then gradually increase people’s 
awareness of counselling psychology values and how they can benefit clients.
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“I  can also speak the language o f the medical model very well (...) so i f  
someone is really old school medical model then I  can talk to them and 
introduce ideas because I  am in communication (...) it may take time and never 
work, but they can actually have something to think about, so I  guess we are a 
force for change ” (Belinda)
Challenging other professionals’ use of language has the potentially negative 
consequence of highlighting the differences between the groups as well as being 
the catalyst for change as participants describe. Geraldine and Elizabeth, 
however, have experienced minimal identity threat in their service, however; 
this could partly be to do with the way they do not challenge people’s use of 
language, for example :
“I  think we become bilingual, so i f  required you can slip into that way o f  
employing language (...) it might be a great strength this multi-linguism, but it 
means that you don’t always bring people up sharp against the differences 
because you are able to soften the blow by adapting”. (Geraldine)
iii)Have a strong identity
Having a strong professional identity and believing in the contribution that 
counselling psychology has made in working with the more distressed members 
of the population were identified by many as helpful.
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“I  think we need to be clear about where we want to go coz that gives us more 
power to make it happen and be consistent about it and work by example (...) 
over time you will get one career o f applied psychologists (...) and we want to 
make it more our way and for that we need to be clear about what our way is ”. 
” (Frank)
Belinda talked about the importance of using her professional title when 
communicating to colleagues in a written or verbal capacity:
“I  tend to bring them back to the fact that I  am a Counselling Psychologist, I  
put Consultant Counselling Psychologist not Consultant Psychologist”
Alison experiences professional identity threat within the context of the NHS 
and has talked about finding herself ‘drawn in’ to a medical model way of 
thinking. However, she describes how her professional identity can become 
particularly salient in her therapeutic work.
“ /  don’t have to forget that when I  am with my clients in a session I  can 
immediately draw on that very simple but very essential basic principle about 
being with somebody in the relationship and the importance o f that 
relationship” (Alison)
In light if these strategies. Social Identity Theory suggests that when people 
belong to a particular group they are likely to react in different ways when the 
group’s value is threatened depending on their degree of identification with the
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group (Branscombe, Ellemers, Spears et al 1999). According to Tajfel and 
Turner (1979), people who strongly identify themselves with the group will 
attempt to defend the value of group membership when it is attacked by an 
outgroup.
OVERVIEW
This study highlights the experiences of identity threat and the way this can be 
managed by Counselling Psychologists who work in the NHS with people 
diagnosed with severe and enduring mental health difficulties. This is a context 
where the principles and values of counselling psychology can be experienced 
to be in opposition to those prevalent in the NHS. Although this conflict has 
been highlighted in previous research (Craven, 2004) there appears to be a gap 
in the literature focusing on the experience of identity threat and its 
management.
The first and second theme identified were ‘Professional Identity’ and ‘Threats 
to Identity’. These appear to be connected as the participants who identified 
with the value base of counselling psychology were more likely to experience 
identity threat. However, this appears to be mediated by several factors. 
Participants who experienced less of a threat held more senior, autonomous 
positions, worked in teams that were more accepting of diversity and worked 
with other Counselling Psychologists. Two psychologists who experienced 
minimal threat were also less challenging of colleagues’ use of diagnostic 
language and therefore did not highlight the differences between groups like
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other participants did. Those who experienced more of a threat held more junior 
positions, they were the only counselling psychologist in the team and had less 
flexibility in the way they worked in their therapeutic practice.
This research is part of a vitally important ongoing conversation about the 
nature of counselling psychology and its place within the NHS and in work with 
diverse client groups. It provides insights into these issues and also the 
challenges that are faced by Counselling Psychologists in working in contexts 
were it may be difficult to implement their discipline’s value base thoroughly 
and consistently. For example, this research highlights the experience of identity 
loss and psychological distress that can result from this. This has important 
implications for employers so they can better support their staff; and for 
Counselling Psychologists to develop better strategies to support themselves. 
Networking and regular support meetings were available for participants; 
however, some said that they were often not able to attend due to work 
commitments. Nevertheless, losing a sense of one’s professional identity does 
not appear to be permanent and participants gave a sense of the journey that one 
can go through from identity loss to finding it again.
Another significant finding highlights the experience of those participants who 
described themselves as having adopted more of a medical model approach to 
clients since working in the NHS. This echoes Sequeira and Van Scoyoc (2001) 
in their discussion of whether counselling psychologists should oppose the use 
of DSM-IY and testing, who highlight that in a climate where we are under 
pressure to claim and justify technical expertise we can be drawn into this
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medicalised framework. The implications of this finding for counselling 
psychology suggests that there might be a gap between the ‘ideal’ and the 
‘reality’ of practice in the NHS which may create ongoing dilemma for 
individual practitioners and more general dilemmas for the identity and 
development of the profession of counselling psychology (Craven, 2004).
This is why identifying some of the ways ‘identity threat’ can be managed is an 
important contribution to the literature and potentially helpful for current and 
prospective Counselling Psychologists working in the NHS. The implications of 
these findings for counselling psychology appears to be the importance of 
engaging with standard discourses of psychopathology, building bridges with 
other disciplines and gradually increasing people’s awareness of counselling 
psychology values and how they can benefit clients rather than remain in 
splendid but useless isolation. More awareness of this can better prepare 
Counselling Psychologists for work within this context.
Values and Limitations
IP A aims to produce in-depth analysis of a small homogeneous group therefore 
conclusions drawn are specific to that group and caution should be taken when 
generalising findings. It is not known whether participants who volunteered to 
take part in this research are representative of other Counselling Psychologists. 
Six out of seven participants continue to experience a strong identification with 
counselling psychology. It could be that people who strongly identify with the 
profession are more likely to choose to take part in this research. Participants 
were also recruited through one NHS trust and experiences may only be
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particular to this trust. It is important to note that this trust is one of the larger 
employers of Counselling Psychologists in the U.K and has two Consultant 
Counselling Psychologists who hold regular networking, supervision and 
discussion forums. One could hypothesise that in other NHS trusts where there 
is less or no infrastructure in place for Counselling Psychologists then the 
experience of identity threat may be even higher. Future research is needed to 
explore this further.
Further limitations relate to the research method IP A. It relies on the ability of 
participants to express their experiences in such a way as to be able to capture 
some sense of its richness. In the same token, it also relies on the researcher’s 
ability to reflect and analyse (Brocki and Wearden, 2006). Another possible 
limitation is that IP A depends on people’s memory recall which may be biased. 
However, some research suggests that retrospective reports and 
autobiographical memory are not necessarily and inevitably inaccurate (Neisser, 
1994). In any case, IP A is not concerned with whether experiences are true or 
false but with trying to understand lived experience and how participants make 
sense of those experiences. A potential bias of the findings could be related to 
my position as a Trainee Counselling Psychologist and how this may affect the 
way participants spoke to me. Although this bias can not be eliminated, in order 
to assess this to some extent, participants were given the opportunity to reflect 
on this and think about whether they would have answered questions differently 
if I had been a Trainee Clinical Psychologist or a Medical Student. Most 
participants did not think they would have done. The exception was Alison who 
said:
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“ Maybe I  would have tried to flower up Counselling Psychology a bit, by 
making it sound more technical, maybe there is a part o f me that thinks we have 
a bit o f a fight, ”
The notion that people will attempt to defend the value of an important group 
membership when there is a threat of attack is based on social identity theory 
(SIT) and social categorisation theory (SCT) (Tajfel & Turner, 1979, 1986). 
Taking into account all of the findings of this study, this theory has been 
particularly helpful in making further sense of participants’ experiences. 
However, as mentioned earlier this is a complex area and participants’ own 
accounts are the most integral part of the research. Participants talked about 
keeping in mind what they thought was best for their clients, for example, 
Geraldine and Elizabeth often used diagnostic language in their work because 
that is what will grant their clients access to crucial resources. This is a reality 
where SIT and SCT is not so relevant.
Despite any limitations, the analyses yield some valuable findings and stand up 
against some of the criteria for evaluating qualitative research (Elliott et al 
1999). Care was taken to ground the interpretations in the examples of 
quotations, to let the participants speak for themselves and to represent their 
perspective as much as possible before interpreting their accounts. My own role, 
position and assumptions are made explicit and expanded on in the ‘personal 
reflections’ at the end of this report. This allows readers to assess potential 
biases in my interpretation of the data. The analysis was characterised by
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coherence and integration in the shape of a narrative which told the ‘story’ of 
experiences of identity threat in the NHS.
On a final note, it is significant that the fifth theme (unexplored) identifies that 
the participants acknowledge the NHS is changing and evolving to incorporate 
the values emphasised by counselling psychology. These include the importance 
of the therapeutic relationship, and a movement towards recovery as opposed to 
sickness and pathology. The profession of counselling psychology in the NHS 
may have had a part to play in this change. Diversity rather than homogeneity 
within the NHS structure means that although there is likely to be more conflict 
between groups, conflict within limits can be advantageous. Conflict generated 
by diversity can challenge and change norms that are out of date, conservative, 
restrictive or inappropriate and can enhance group creativity (Hewstone et al 
2001). As my participant, Belinda, noted - counselling psychology can indeed 
be a ‘force for change’ in the NHS.
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PERSONAL REFLECTIONS
Last year in my literature review I wrote a critical evaluation of the Person Centred 
Approach to understanding psychopathology. It was here that the tension between the 
humanistic model and the medical model became so apparent to me. Many person 
centred practitioners shun the NHS for privileging the medical model and its stance 
towards diagnosis, medication and symptom focused models of treatment such as 
therapy such as cognitive behavioural therapy. However, I thought this was a terrible 
shame for the clients of the NHS who therefore would not benefit from the person- 
centred approach which I believe can be particular helpful when working with the 
more distressed and vulnerable members of community. I read accounts of person- 
centred practitioners who did work in the NHS and found it very interesting and 
helpful to understand how they managed this tension - how they managed to maintain 
their identity as a person centred practitioner in a context where there can be a lot of 
pressure to adopt to adopt the language and practice of the medical model. 
Counselling psychology with its humanistic roots also struggles with similar tensions 
in the NHS and this year I developed a strong interest in wanted to explore this 
tension within the profession that I am training in.
I have worked in the NHS now for six years and have always valued the principles of 
free health care for all. I hope to continue working in the NHS when I finish training. 
It is through the NHS that the more distressed and vulnerable people are referred for 
help and I have a particular interest in working with this client group. I came to 
counselling psychology after having worked in two medium secure units in London 
where all ‘patients’ are sectioned and had a diagnosis of schizophrenia or personality
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disorder. The medical model dominated our thinking and our work and it seemed to 
me that at times people stopped being people, they became ‘disorders’. I came to 
counselling psychology precisely because I want to continue working in the NHS but 
with a humanistic approach which I believe is particularly helpful for the client group. 
It is therefore interesting for me to find how whether counselling psychologists do 
manage to maintain their professional identity and if so, how this can be achieved.
Therefore my personal investment and commitment to this topic is high. My own 
experience has led me to be more critical of the medical model and privilege 
counselling psychology. With this in mind I may be biased to looking for information, 
opinions and ‘evidence’ that is in line with my own world view. I was aware of trying 
to bracket my assumptions but remember those moments of excitement when some 
participants had similar views to myself or when the literature highlighted an 
argument which I related to personally. This could affect the research process from 
the literature I chose to highlight, to the way I interviewed my participants, to the 
quotes I chose to illustrate themes and my interpretive framework. My critical stance 
towards the medical model could be reflected in how I chose some participants 
experiences which showed the medical model in a particularly negative light. In fact, 
many of the participants had a rather balanced view of the strengths and weaknesses 
of the model but although I tried to reflect this, I may have been biased at times.
I was also aware that my processes can be understood in relation to social identity 
theory. I had this in the back of my mind throughout this research and found this 
particularly useful to use it to reflect on my professional identity and how I may be 
threatened my other professional groups which tend to have a higher status in the
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NHS. I thought to myself, how am I coping with this identity threat? Am I striving to 
defend my group by conducting research to demonstrate what a great contribution we 
can make? Is this partly to maintain my own self-esteem?.
I found the process of choosing which quotes to use very difficult, particularly due to 
the word limitations. This gave me the feeling that I somehow was not presenting the 
whole picture, only a snippet which was frustrating and worrying in case I constructed 
data to misrepresent a participant. I wanted to choose quotes that were relevant to the 
research questions but I felt I did not have space to represent participants adequately.
Overall, this research has made me feel even more committed to working in the NHS 
with people diagnosed with a severe and enduring mental health difficulty. Most of 
my participants were able to maintain their professional identity, even though for 
some this was very difficult at times. Ultimately this means that clients are benefiting 
from a counselling psychology approach and so it appears is the NHS as a whole.
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Dear Amy
Reference: 119-PSY-07
Counselling psychologists’ experience of working in the NHS with people diagnosed with 
severe and enduring mental health difficulties: Threats to their professional identity
Thank you for your submission of the above proposal.
The School of Human Sciences Ethics Committee has given a favourable ethical opinion.
If there are any significant changes to this proposal you may need to consider requesting 
scrutiny by the School Ethics Committee.
Yours sincerely
Dr Kate Davidson
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th East London
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Monday, 23 July 2007
38 Broadway Court 
Crouch End Hill 
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Dear Ms Lucas,
RE: Counselling Psychologists’ experience of working in the NHS with people 
diagnosed with severe and enduring mental health difficulties: Threats to their 
professional identity.
I am pleased to confirm that the above named project has been granted R&D approval 
and indemnity by Professor Orrell, Director of NELMHT Research and Development 
Department. Good luck with the project.
Yours sincerely,
Amv Bartlett 
R&D Acting Manager
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APPENDIX 3
Participant Information Sheet
12*** march 2007
Counselling Psychologists’ Experience of Working in the NHS with 
People Diagnosed with Severe and Enduring Mental Health Difficulties
PARTICIPANTS INFORMATION SHEET
Dear Sir/Madam,
You are invited to take part in a study. Before you decide to participate it is important 
for you to understand why the research is being done and what it involves. Please take 
your time to read the following information carefully and if there is anything that is 
unclear or you wish to receive more information please contact me. Thank you for 
reading this information sheet.
1) What is the purpose of this study?
I am currently undertaking a three year Doctoral training in Psychotherapeutic and 
Counselling Psychology at the University of Surrey. This research is in part fulfilment 
for this qualification.
This study aims to be part of an important ongoing conversation about the nature of 
Counselling Psychology and its place within the NHS and in work with diverse client 
groups. Many more Counselling Psychologists’ are choosing to work in the NHS with 
people diagnosed with severe and enduring mental health difficulties. Therefore a 
deeper understanding of experiences in this context could help inform clinical 
services about the contribution of Counselling Psychology and may be useful to 
services which wish to promote the well-being of Counselling Psychologist 
employees.
2) Why have I been chosen?
As a chartered counselling psychologist working in the NHS with people diagnosed 
with severe and enduring mental health difficulties, you may have thoughts, feelings, 
experiences and opinions that can help others understand what it is like to work in this 
context.
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3) Do I have to take part?
No. It is up to you to decide whether or not to take part. If you do, you will be given 
this information sheet to keep and be asked to sign a consent form. You are still free 
to withdraw at any time and without giving a reason.
4) What will happen if I take part?
Participation would involve taking part in an interview lasting approximately one 
hour at a time convenient to you. During the interview I will be introducing topics 
related to your experience as a counselling psychologist in the NHS working with 
people diagnosed with severe and enduring mental health difficulties.
5) What are the benefits of taking part?
You will be taking part in research that is potentially beneficial for the development 
of the profession of Counselling Psychology in the NHS.
6) Will my taking part be kept confidential?
Yes. All the information about your participation in this study will be kept 
confidential. Some of your responses may be reproduced in the final study but any 
identifying detail will be omitted. You will have an opportunity to read through the 
study before it is submitted and comment on my analysis of your data. Comments will 
be included in the final report. You may also withdraw some or all of your responses 
at this stage.
7) Will the interview be tape recorded and what will happen to the 
tapes?
The interview will be tape recorded and later transcribed by myself onto a password 
protected computer. The tapes will be destroyed after the transcription process in May 
2007. Confidentiality will be respected in accordance with the Data Protection Act 
1998. Your name and any identifying information will not appear on the transcript or 
in the final report.
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8) What happens to the results of the study?
The results of the study will be submitted to The University of Surrey as part 
fulfilment of my Doctorate in Counselling Psychology. Additionally, it is intended to 
publish the results in ajournai. You will not be identified in any report or publication.
9) Who has reviewed this study?
This study was given a favourable ethical opinion for conduct in the NHS by the 
Redbridge and Waltham Forest Local Research Ethics Committee.
Thank you for taking the time to read this information sheet. If you would like to take 
part in this research, you may contact me using the information given below.
Contact details: Amy Lucas
Counselling Psychologist in Training 
School of Human Sciences 
Department of Psychology 
The University of Surrey 
Guildford 
GU2 7XH
a.d.lucas@surrev.ac.uk 
Mobile: 07968 713 114
I look forward to hearing from you. 
Yours sincerely 
Amy Lucas
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APPENDIX 4
Participant Demographic Questionnaire
Background Information
The following information is collected so that people who read the final report can 
know more about the people who have taken part. However, none of this information 
will be used to identify you as this research is completely confidential.
Age:
2. Gender
3. Number of years since qualified as a chartered counselling psychologist
4. Number of years working in the NHS with people diagnosed with severe 
and enduring mental health difficulties
5. Preferred therapeutic orientation
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APPENDIX 5
Consent Form
Counselling Psychologists’ Experience of Working in the NHS with 
People Diagnosed with Severe and Enduring Mental Health Difficulties
Name of Researcher: Amy Lucas Counselling Psychologist in Training
Consent Form
1) I confirm that I have read and understood the information sheet dated 12*** 
March 2007 and have been given the opportunity to consider the 
information and ask questions
2) I understand that my participation is voluntary and I am free to withdraw 
at any time without giving any reason.
3) I understand my interview will be tape recorded and that the tapes will be 
kept securely in a locked cabinet and destroyed once transcribed.
4) I understand that some of my responses may be reproduced in the final 
study with any identifying detail omitted. I will have the opportunity to 
withdraw my responses before the final report is submitted.
5) I agree to take part in this study 
Dated:
Signed by participant:
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APPENDIX 6
Interview Schedule
INTERVIEW SCHEDULE
Preliminaries
(Introduce myself and the nature and aims of the research project. Explain the 
confidentiality procedures and obtain consent to tape record the interview. Address 
any questions which the interviewee may wish to ask.)
My research is concerned with Chartered Counselling Psychologists’ experience of 
working in the NHS with people diagnosed with severe and enduring mental health 
difficulties. I am interested in giving you the opportunity to talk about and express 
your views and experiences.
If you have any questions at any time during the interview, please do not hesitate to 
ask.
(Turn on tape)
(Start with a general question to explore natural response before asking more specific 
questions)
How is it for you as a counselling psychologist to work in the NHS with people 
diagnosed with severe and enduring mental health difficulties?
(Follow up: How is it for you as a counselling psychologist in the NHS
How is it for you as a counselling psychologist working with people 
diagnosed with severe and enduring mental health difficulties
Professional Identity
I am interested in your own understandings, views and experiences of being a 
counselling psychologist in the NHS working with people diagnosed with severe and 
enduring mental health difficulties.
Can you tell me what being a counselling psychologist means to you?
(prompt: Does being a counselling psychologist make a difference to your work? In 
what ways? In relation to clients? In relation to colleagues (clinical and non clinical 
staff)?
(If necessary prompt: A number of features have been linked to the profession of 
counselling psychology, for example, non-pathologising view of people, importance
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of therapeutic relationship. With this in mind, how is it for you to work in the NHS 
with people diagnosed with severe and enduring mental health difficulties).
There are different opinions regarding counselling psychology’s views o f  
psychopathology. What are your views in relation to this?
Since working in this context has your views changed about working with 
people diagnosed with severe and enduring mental health difficulties?
(Prompt: In what way? What factors have contributed to this change? Can you give 
any examples?
(Ask the following questions, if this has not come up already)
Potential threats to professional identity
Can you identify other professional groups that you work with or alongside?
Do other groups have different points o f view about working with people 
diagnosed with severe and enduring mental health difficulties?
How do different points o f view get negotiated?
Assess impact of identity threat on participant
How do other professionals in the NHS view your role as a counselling 
, psychologist?
I f  answer is negatively, then ask how this affects them personally /  
professionally
I f  answer is positively, then ask how this affects them personally/ 
professionally.
That is all the questions that I would like to ask
Is there anything else on the subject that you would like to talk about which I  
have not covered?
How did you feel talking about this subject?
Finally, Do you think you may have answered questions differently i f  I  was a 
trainee clinical psychologist, or a medical student?
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(prompts to use through out the interview to help encourage participants to explore 
their responses further)
Could you say more about that?
Can you give me an example of that? What do you mean? How do you feel about 
that?
Why do you think that?
What makes you say that?
How useful do you find that?
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APPENDIX 7
Interview Transcript
Alison
A: Ok, I’m going to start with a general question, how is it for you as a counselling 
psychologist working in the NHS with people diagnosed with severe and enduring 
mental health difficulties?
ALISON Well that is quite general, yeah, well I actually work in a CMHT, so I 
suppose that context in itself influences the way I experience working with people 
with severe and enduring mental health problems, what is it like for me, em, its very 
challenging work, because obviously you are working with people who have had 
difficulties with their mental health for many many years, and often even before you 
start seeing them, your kind of told, there is this kind of vibe that this is going to be 
very difficult to do anything about, you kind of get pulled into this negativism or into 
this sense that somehow psychology is the answer to everything, so there is pressure 
there, its challenging, its pressurised, its very, very interesting, its very different in 
some ways to the way in which I when I first started my training, what I thought I’d 
be doing, but I’m glad that I work in this area, well for the time being,
A: you say it’s different, in what way?
ALISON Why’s it different? I suppose, I don’t know, as a student as a trainee 
counselling psychologist, I was reading all the classic text books and things and they 
talk about how we focus on well being and how improving people’s sense of well 
being and its about kind of enhancing that, it’s about growth, and what have you and 
when you are working with people with severe and enduring mental health problems, 
you’re kind of, ruler, the gage, you can kind of monitor that, kind of changes, it’s not 
quite the same, the potential for change or for growth, is very different and that can be 
limiting but it can also be quite a revelation I suppose, for somebody trying to work 
with somebody who you assume is not going to respond to an intervention, when they 
do, but I suppose what I anticipated when I first started to train as a counselling
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psychologist that I would be working with the worried well, for want of a better word, 
I don’t particularly like that word, but that idea of the worried well, relatively 
functioning people who are kind of just going through a bit of a life crisis, problems 
with living rather than necessarily things which are a little bit more entrenched or 
chronic, but I’ve noticed that my terminology has also changed from when I first 
started training and maybe that is also partly the influence of working with this client 
group, but not only with the clients itself, but within the setting that these clients 
access help,
A: and you say your terminology has changed,
ALISON I was just aware as I was talking to you that I was saying chronic and I was 
saying problems, and kind of that very kind of definitive and negative emphasis rather 
the positive emphasis on growth and change and development of potential which is I 
suppose what I started my training thinking about and seeing psychotherapy or 
counselling as very much something which promotes that, but I suppose at least in my 
experience in this setting, it can be quite limiting, what you can do, so you start to 
almost get sucked into the language, that allows you to in some ways accept that there 
might be limits to a particular client, and that’s not always true, I think that me being 
very, very general, but it is an interesting difference that I’ve noticed
A: So being in this particular context, with professional who might use a different 
language, has had an effect on the way you also choose to use your words.
ALISON Yeah, I mean I’m still very very aware of my use of language and when I’m 
reflecting I’m a lot more able to sort of see where the use of language actually effects 
the way I, my perception of the client, or it may actually affect the way I engage with 
somebody or engaging with their issues or problems, em, and it’s great when I’m 
reflecting that I actually have that insight, but I’m also very aware of putting my 
hands up and saying that when you are their in the middle of it all the time, you 
suddenly start to use language that you know labels your clients in ways that you 
didn’t ever intend to do, and you know whats interesting I suppose is I’m talking 
about labelling, but whats interesting is that in my experience, you know, labelling is
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always seen as something that was always demeaning, stripping somebody of their 
sense of identity rather than giving something to them, but working with older people 
which is the setting I work in I notice that sometimes people really want that and it 
really gives them something to kind of grasp hold of and build around that rather than 
having this vague idea about what is wrong with them but you know a bit of this and a 
bit of that. I’m not sure there is a clear right or wrong, but it’s a definite change in my 
practice.
A: and you’ve talked a bit about being a counselling psychologist working with a 
particular client group, what about being a counselling psychologist in the NHS?
ALISON Ok, I havn’t actually worked as a counselling psychologist outside the NHS, 
so I cant really give you a comparative account, of how it differs to working, I can 
only guess, as to how it might differ, but my experience of working as a C.P in the 
NHS is very very pressurised, its about limits and timings and resources, I suppose 
you have this somewhat naïve idea that you can be everything to everybody and have 
the freedom to see people for as long as you want because therapy is about being 
creative and allowing people to express themselves, and suddenly you start working 
in the NHS and you realise, your supervisor tells you, you’ve got 10 sessions, with 
this client, and the client maybe really complex, and then you have to constantly have 
to think about your interventions and be much more clinical in your approach
A: when you mean clinical in your approach ?
ALISON I suppose you’ve always got to be clinical in your approach, but clinical I 
suppose I’m thinking of more structured, it warrants a more structured approach to 
your work because you don’t really have that flexibility of time, I mean I’m very 
fortunate, we have a 20 session format and we do have the option of extending 
further, or seeing people for shorter periods, so there is a bit of flexibility, but even 
then it feels restrictive, compared to the longer term work I did in the palliative care 
service which was still in the NHS but was a totally different experience where I was 
working with people on a long term basis, it was a very different experience.
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A: so working in the NHS is about having to take a more structured approach
ALISON I suppose you don’t have to be structured, but I felt that its easier for me to 
be a little bit more structured in my approach in order to work within the limitations 
that I’m faced with but also to try and offer as much as I can in the space that I have, 
its not always the case that structure is the answer but I suppose it’s having that as an 
after thought that if I’m only going to be working with them for a short time and there 
is lots of things I need to be quite specific about what we are going to focus on rather 
than saying right, lets start here and see where it takes us, saying that, I still do do 
that, em, but I think it is very much dependent on the client and the presenting issues 
and also their own level of motivation to engage in a process, you know some people 
do come here with a view that this is going to be the answer, you know, “my 
consultant said to me that if I see you, then you’re going to get me better” and you 
could spend the rest of the session explaining how that’s not necessarily the case, so 
that’s when structure might be helpful, coz you could try to work towards something 
that they w ant, that they identify as their need,
A: so it’s a balance between helping people be a bit more realistic about what might 
be helpful, but also addressing their needs at the same time
ALISON absolutely, and I’m just very aware as you reflected that back to me, that 
I’ve contradicted myself slightly, coz at the start I said that it can be a difficult client 
group to work with, people with severe and enduring mental health problems, and 
now Im saying it’s good to be quite structured so they can achieve what their goals are 
at the start and you know, there is a bit of a paradox there, but at the same time, 
because of the limitations that you are faced with in terms of the complexity of the 
case, the person or the complexity of the history, combined with the limits of time, 
with a bit of structure, if nothing else you may actually achieve something, or take a 
step towards achieving something, so I suppose that’s what I meant.
A: ok, so you’ve talked a bit about your experience in the NHS, I just want to move 
on a little bit, and we have touched on some of this already, but can you tell me what 
being a counselling psychologist means to you?
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ALISON well, I havn’t been asked that since my interview, that always an interesting 
one because its very difficult to preserve your identity as a counselling psychologist I 
feel in a setting like this, because you are a psychologist, people tend not to 
understand what a counselling psychologist is and how a counselling psychologist 
might differ to clinical counterparts, so you start losing in some way your own 
identity and you become part of this mould that is all of psychology, but what does it 
mean to me? when I do have the time to reflect on what it means to me to be a 
counselling psychologist I suppose I always come up with the answer that, for me its 
very much about being a practitioner who is able to connect to somebody at a level, 
because I suppose that the privilege that I have of having that space and that time to 
work with them once a week, you know in that kind of framed setting to connect to 
people, in a very kind of human way, with a view to trying to understand where they 
are coming from, but at the same time not necessarily focusing on treatment and kind 
of A = B, that cause and effect, but very much with that kind of bigger picture, and 
working with very much what is presented rather than what I think we should be 
working on, for me as a counselling psychologist, for me the benefit of being a 
COUNSELLING PSYCHOLOGIST, is having that basis to always draw from, that 
maybe sometimes I forget that I have, that’s part of my training, that’s who I 
supposedly am, and just because I’m working in a setting where all Psychologists are 
the same and we pretty much all do the same work, I don’t have to forget that when I 
am with my clients in a session, I can immediately draw on that very simple but very 
essential, basic principle, about being with somebody, in the relationship and the 
importance of that relationship in facilitating change or growth or whatever
A: so you have talked about how being a counselling psychologist makes a difference 
to your work, and from what you’re saying it seems to make a difference when 
working with this particular client group?
ALISON Again its very difficult to compare, coz I can’t really compare myself to 
another therapist within the team at the moment because it’s just myself, but I do 
think it gives me a different perspective, and I know in the past when I’ve worked 
with a consultant clinical psychologist, she has found it extremely valuable thinking
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about things from the perspective that I bring, and I found it extremely useful to think 
about it from the perspective that she’s describing, so I suppose as a counselling 
psychologist I do have to remind myself that I do have something unique to offer so I 
don’t have to become part of this general term, generic term that is psychologist, I can 
have a distinct identity about what I do, that is different,
A: and you have noticed that difference, when you say you were with the clinical 
psychologist?
ALISON well I suppose it was reflected back by her, the consultant clinical 
psychologist, that made me more aware of that difference, that’s just one kind of 
isolated example I suppose, to be honest I don’t sort of walk around every day 
thinking I’m a counselling psychologist, kind of different to whatever, but, I suppose 
at some level it is there, I notice it when I’m reflecting for instance what I’ve done, or 
when I’m talking to clinical colleagues and it’s really, really apparent that we are able 
to offer slightly different perspectives on things, sometimes very similar and 
sometimes very different, and I do wonder whether that is down to out training,
A: Do you feel your identity as a counselling psychologist has changed since your 
training?
ALISON Not really, I suppose to some degree it has evolved. I’m not naïve enough to 
kind of assume how counselling psychology has, as I would have been maybe, that 
COUNSELLING PSYCHOLOGIST has this status that is, that sets it apart from 
everything else, I think I’ve grown up somewhat, with regards to taking that position, 
but at the same time, I do think that my identity as a Counselling Psychologist has 
evolved, it’s evolved and it’s changed, from being very fixed, this is what I do, this is 
how I do it, and you know whatever, to kind of being a little bit more open to, I don’t 
know, being more creative I suppose, with the way I apply myself and the way I apply 
psychology to this setting, and sometimes that may overlap with what you may have 
assumed in the past that counselling psychology may not have done, so there is that, 
but for me that is just as important a part of being a Counselling Psychologist as 
anything else is, it’s about adapting and em, changing with the environment that we
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work, and I think we actually have a really good, we are are well positioned to be able 
to do that because of where we are coming from because it is about change and 
process, and evolution, nothing is static and translating that into our working lives we 
should be able to do that as practitioners not just as clinicians, if you see what I mean, 
I know that’s the same thing, I mean as people in a setting as well as clinicians 
working with clients,
A: so like a duel process
ALISON Yes
A: how we are trained to work with patients, we can apply to ourselves,
ALISON and to our team, our environment, and I think that that’s what really helps 
me kind of adapt to this role,
A: and so you’ve mentioned the team, as a Counselling Psychologist as a member of a 
team, what has been your experience in this work setting?
ALISON my team, em, yeah well you know, as I’ve said a little while ago. I’m not 
sure many of my colleagues really do appreciate the difference, however, subtle that 
difference might be. I’m not sure they appreciate the difference between me and the 
clinical psychologist who used to work here, and think for them we are all 
psychologists and that’s that, I suppose when I first came here I was more inclined to 
say, well Counselling psychologists is.... Counselling Psychologists do..., and now 
I’m not out there with my handbook of counselling psychology kind of going now..., 
(laughs) everyone ready for the next chapter reading. I’m being slightly pedantic but I 
think I’ve kind of become a little more lax I suppose about that and I’m not so 
worried about whether my colleagues and my team members are really clear about 
what the difference is because ultimately in my role in this team I take what ever 
comes next, it’s not a case of being specific to my role as a counselling psychologist
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A: so in the beginning you were more aware that people might not no what a 
Counselling Psychologist was, but now people understand
ALISON I’m not sure they understand what Counselling Psychologist is, I think they 
have a better understanding of what it is but I definitely cant pretend that I think they 
know what it is, I think that there is more of a kind of acceptance I have a title which 
is called a chartered Counselling Psychologist, more and more people are beginning 
to use that when they address letters to me, whilst in the past it used to just say 
chartered psychologist and some people would just say counsellor, I think some 
people would just pick up the work psychologist and others would pick up the word 
counsellor, counselling, and depending on who was writing the letter I would get 
letters addressed to Alison the counsellor or Alison the Psychologist, so there is more 
of an awareness of the title I use and people are trying to use that title, but I cant 
pretend that people are really, really aware of what my training involved or whatever, 
what I do say to people is that I kind of specialise in intervention, in working with 
people rather than measuring change, or diagnosing, or things like that. I’m interested 
in the process and whats happening and I suppose thats what makes my work different 
maybe to that of a psychologist who kind of conducts assessments to measure 
somebody’s wellness or whatever, saying that, I feel stupid actually saying that 
because most of my clinical psychology colleagues don’t do that, so its doesn’t 
happen in that very distinct way
A: so the boundaries of the professions are blurred
ALISON yeah, I think that makes it even harder because it makes it more confusing 
for people around to understand what the distinction is
A: you have the experience of being the only Counselling Psychologist in this 
particular team,
ALISON and also the only psychologist, for the last 9 or 10 months, that’s been 
interesting, and their has been more of an inclination to think of it just as psychology 
generally rather than more distinctively counselling psychology or clinical,
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A: and what’s your experience of you being a Counselling Psychologist here
ALISON I think it’s diluted what my sense of being a Counselling Psychologist is, 
but I think that was inevitable, because of the expectations, or generally, because 
you’ve got to get on with the job and not worry to much about the terms that people 
are using to refer to you, but in some ways Ive become quite lazy in that sense, I have 
noticed myself signing my letters off as chartered psychologist and missing the 
counselling bit out, its almost unconscious
A: why do you think that is?
ALISON I don’t know, I mean its only the odd occasion, Ive noticed it immediately, 
after Ive done it, and Ive sent something to print and I ve said oh, I cant send that to 
print I better put my title properly, what I do now is have my template ready with my 
title already on there so I don’t do that, I don’t know, maybe the referral letters that I 
get are addressed to just psychologist so Im signing it back as, I don’t know, I can dig 
myself into a deeper hole, I don’t think it is anything to do with denying my identity 
as a Counselling Psychologist I can never imagine ever wanting to do that because for 
me it was a real choice to become a Counselling Psychologist, its what I wanted to do, 
what I wanted to be. So I don’t think it is a denial thing I think its probably a habit 
that formed as a result of the circumstance in which, the way people were addressing 
me.
A: Being a Counselling Psychologist is what you wanted to be
ALISON: For me, very much so, well no, that’s a lie, I wasn’t always entirely sure 
what I wanted to be but once I started deciding, yes, in applied psychology that the 
applied route I wanted to take,
A: There are different opinions regarding counselling psychology’s views of 
psychopathology, what are your views?
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ALISON my own view is that it is just another, obviously psychopathology falls very 
much within the medical model way of viewing the world, viewing people, its almost 
the antithesis of what counselling psychology represents which is very much about the 
person, the holistic nature of being and everything else influences that and so in some 
way you think it doesn’t fit, but as I mentioned earlier, Im not sure we can totally get 
away from psychopathology, I think it is fine to say, I don’t agree with giving a 
diagnosis of.., because that is labelling the whole person, but at the same time that can 
also be something that helps, so I suppose my own view is that having worked here 
for three years is that its got a place, just like everything else has its place, but we 
must always remain aware and really, really focus on not letting that take over the 
way we view people, that the person is not just the pathology that’s lying behind it, 
that pathology is one aspect possibly of what’s going on for this person, and it may 
not be, you start with this hypothesis, systemically you think, you have a theory and 
you spend your time being curious about that theory, checking it out and in some 
ways maybe psychopathology or the labels or the medical model serves as that theory 
that you are trying to find your way through, I think it can be helpful, I think it can be 
a hindrance, but I think what ever happens, we cant deny that its there and if we try to 
I think we restrict our ability to influence what is happening, Im a great believer in 
changing the way people perceive things through dialogue and engagement rather 
than through revolt, so I don’t stand there with a banner saying I don’t like the fact 
that we are labelling this person, but I will try to use terminology in team meetings 
that might make people stop and think aahh that’s interesting, Alison said the person 
diagnosed with rather than the person with or the schizophrenic person, you know, 
little subtle things like that I suppose, you can change from within
A: so for you it is important to maintain dialogue with other professionals and change 
from within
ALISON I’m not pretending that I’m going in there with an agenda, like this is wrong 
and we have to change it, but sometimes you just know that that doesn’t feel right, 
you know your client for instance and when you are describing or presenting your 
case that’s a person that your representing, not a label not a manic depressive, its Mr 
Smith who you’ve seen for, you know what I mean, who happens to experience
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fluctuations in mood, manic depression is a term that is used to describe those 
fluctuations in mood, so I think it has a place but I think its about how we use it, and 
how we use the language that is key and I’m not sure and I’d be happy to be proved 
wrong, that we can escape that not in the current climate of the NHS which is still 
very medical model driven, I think we have to offer a psychological account and we 
have to offer the psychological voice which in some way may serve to counteract the 
emphasis on the medical model but I’m not sure we can totally escape it. I’m not sure 
if there is a value in totally escaping it, not when you are working with people with 
severe and enduring mental health problems, this is what people are familiar with for 
so many years and suddenly to strip them of that may not be the most helpful thing to 
do
A: so your experience is that this setting is very influenced by the medical model
ALISON Yeah, absolutely, especially with older adults, its changing, even in the three 
years that I’ve been here. I’ve been working in severe and enduring mental health 
now for over 10 years, its definitely changed over that time, but more so I think in the 
last few years with the emphasis on recovery and the emphasis on therapeutic 
engagement and relationship and you know people are starting to use a more 
psychological language and so things are changing
A: and when you mean medical model, what do you mean?
ALISON What do I mean by the medical model? Diagnostics, statistical manual, the 
scientific approach to, or the medical approach to understanding something that’s not 
always medically understood, its like putting a definition onto something that we 
don’t fully understand, because it works for the diagnosis of cancer, it must be ok to 
use it to diagnose em, the problem is its not so much the problem of diagnosis, the 
problem I have is more the treatment, if you start of with a medical approach to 
understanding the issue then the likelihood is your response to it is also likely to be 
driven by the same principles, so then is the person actually getting access to the 
variety of different approaches there are out there including, not solely but definitely 
including psychotherapy or counselling.
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A: so you’ve been talking a bit about how as a counselling psychologist you may 
communicate with other professionals in the MDT and who might those other 
professionals be?
ALISON Psychiatrists, nurses, social workers, although interestingly I think social 
workers have a similar language to counselling psychologists, I don’t know whether 
that’s because of the social care model and the very kind of systems based approach 
or what ever there training is grounded in, but there is definitely a difference in 
emphasis in comparison, and I think also with clinical psychologists there is a 
difference because again the training is sometimes very much on a medical model 
basis, I know that counselling psychology is also based on a scientist practitioner 
model, its not science that I have a problem with it’s the médicalisation of everything, 
is that the answer. I’m not dismissing it but is it just one part of the bigger picture
A: so there can be more of an affinity between counselling psychologists and social 
work in terms of there use of language
ALISON I only thought of that now to be honest, thinking about it, actually yes, often 
when things are challenged they tend to be challenged by professionals who have 
been trained in a slightly different model where they have been taught to question 
existing paradigms so yeah and I’ve noticed that about social work, some people say 
that the limits of their training mean that they don’t cover much in terms of mental 
health and therefore are they equipped to work in mental health settings but that’s 
something you can learn but by not learning it through a medical model approach 
maybe that’s a good thing maybe, I mean I don’t know, at least that is what I’ve 
observed at least with some of my social work colleagues
A: You’ve talked about when things are challenged in the team and I wonder if you 
could say a bit more about how different points of view are negotiated?
ALISON There is more of a dialogue now, as time has gone by and in some sense that 
has come from the psychologists here and the other disciplines here accepting the
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status quo and then opening up a conversation around well should we think about 
these cases and these situations differently but there is definitely more of an 
opportunity to do that now than there was,
A: So in your experience things have changed
ALISON in my experience things have changed for the positive in how different 
views are negotiated, on how to proceed with a particular case, there is much more 
openness in trying alternative approaches and not necessarily about changing 
medication only. I’ve noticed that in discussion with psychiatrists, psychotherapy now 
is considered a viable option that offered as an alternative or as an adjunct to 
medication, I cant remember when that happened, I just found myself in the middle of 
it and thought oh that’s nice, so I don’t think its been like that all the time, I don’t 
think it was, if it was then I was blinded to it, I think its new and I wonder whether it 
has got to do with the change in emphasis generally within the NHS particularly 
within mental health services about what it is that we are here to try and provide 
particularly for people with SMI, I know in this trust, it is very much about recovery 
and that within itself brings with it so many different options, its not just about curing 
symptoms, people think beyond the boundaries of what they would normally thought
A: How do other members of your team view your role as a counselling psychologist?
ALISON I know they value the service we provide, I can’t honestly say that they view 
my role as a C.P well, but I know that they view my role as a psychologist with high 
regard and they value the contribution that psychology makes, it would be nice to 
think that they do think highly of counselling psychology but I don’t think that’s true 
I’m not sure I would be justified in saying that
A: Can you say something about your own professional or personal development in 
light of how other professionals have viewed your role?
ALISON I think I’m coming full circle to what I said earlier on about high 
expectations and pressure, on a personal level I’ve felt that very much, linking that up
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to counselling psychology, I’m not sure I think, oh they think that counselling p is the 
answer to everything but I think there is a sense of expectation, burden of expectation, 
if nothing else seems to be doing anything then refer to psychology, they’ve got all 
the time in the world to see this person, I think there is that, on a personal level that’s 
meant that I feel under pressure at times, to produce something. I’m never quite sure 
what but at the same time its been a really important learning curve as well I’ve had 
to remain quite grounded, its very easy to go the other way with that level of 
expectation to think we can do everything, to fool yourself, get carried away with that 
line of thinking. I’ve had to remind myself to remain grounded, whether it is about the 
possibilities that counselling psychology offers or the limitations. When the 
limitations are apparent you do start questioning your own skills. I remember once, 
early on actually thinking maybe Counselling Psychologists shouldn’t be working 
with SMI, maybe I’m not skilled enough, slightly naively thinking that you need to 
have this special em something, I suppose special pill in someway, not pill but you 
know, having worked with the worried well, or problems with living and suddenly 
faced with a much more intense, much more complex all encompassing type of 
presentation where someone is totally taken over to a point where there identity and 
their everyday being becomes lost in some ways and your faced with that and yeah I 
initially thought that’s why Clinical Psychologists work in these settings but I think 
that was naïve, I do think we have the skills and I think counselling psychology has 
almost the necessary, fundamental ingredients for this type of work because exactly 
what I’ve just said. I’m turning it on its head, because of the complexity, I think we 
are very able to manage these very conflicting aspects of a person, yet still keeping 
them in connection to the process in someway, and I think because our emphasis is 
very much on the relationship and process, you can forget for a moment about all the 
other stuff that comes with it, they can just be, or we can encourage them to, so I think 
we have a unique position in that sense and we have something unique to offer if only 
we could get out of this little demon which says ohh can you do this, can you do this, 
and I think that would be true to any newly qualifed Counselling Psychologists and 
also trainees who come here and are like oh what am I doing, but actually it all starts 
to come together
A: In the context of the MDT, you’ve been able to hold onto the way you choose to 
pactice
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ALISON absolutely, I think the pressure has been from me rather than from them, I 
may have perceived it as pressure to change the way I work, I still would say that 
there are limitations because of time and resources and whatever, but there is nothing 
that says you cant focus very much on the relationship and process and see where that 
takes you, it may not be right for everyone that walks through the therapy door but I 
think it can be really helpful for a lot of people and I think in the MDT because 
nobody really sees what it is that we do and I’ve stopped trying to make them 
understand and I think that’s true whether its counselling psychology or psychology in 
general there is always this passive acceptance among team members that, well I 
don’t understand what they do but they do something, and I’ve been keen to 
encourage people to think more psychologically minded anyway and it’s been very 
much one of my projects to recognise the kind of psychological skills that they have 
that they can use, that its not magic, you know, I don’t shut that door and something 
magical happens, I mean someone might feel as if it is and you know and that’ s great 
but its not beyond for people to think in that way to utilise the skills that they have 
and I’ve been someone that’s promoted using the therapeutic relationship and the core 
counselling psychology principles in other disciplines practice, you know with 
caution, we haven’t trained for 3 years and oh you can just do it in 2 days, some of the 
essential elements can be taught, often you find your colleagues have lots of the skills 
that need to be just harnessed, as Counselling Psychologists we have a great position 
within the team to be able to do that which gives us a totally different role again. 
Saying that conflicts are inevitable, I could give you lots of examples, I might be 
painting a bit of a rosy picture about how things are here but the reality is that its not 
all rosy and where there are positive changes there are also people who don’t want to 
accept change and people who just don’t understand. I’m quite open to that some 
people don’t value psychology or don’t value the role that we provide, but at the same 
time I think I have had altercations with people over what might be seen as a purist 
psychology role or might be what some other professional could do with some 
support. Psychology is a very limited resource in the NHS, everyone wants 
psychology so criteria becomes strict and you can avoid crisis in SMI by early 
intervention but we don’t have the capacity to do that
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A: That’s the last of my questions. Is there anything else you would like to talk about 
which you feel that has not been covered?
ALISON No, I think you’ve covered everything
A: How have you felt during this interview?
ALISON It was interesting because I was made to focus on counselling psychology 
all the time which is not something that I purposefully do so that was interesting, it 
was quite useful and as I was talking I realised new insights were coming, it was like 
a reflective supervision session (laughs) I find it difficult to keep focusing on the term 
counselling psychology when thinking about my role here because the definitions 
have blurred so much I’d be interested to hear what other Counselling Psychologists 
within the NHS and severe and enduring whether they have similar experience to me 
coz it could be I’m doing something wrong, I do often think how do I protect that but 
I have a hunch that everybody must go through this
A: Do you think you would have answered questions differently if I had been a 
trainee clinical or medical student?
ALISON I don’t know, I don’t think I was that critical of medicine or Clinical 
Psychology and its nothing I wouldn’t say or have said at some point over the course 
of my short career, would the emphasis change? No I don’t think it would? Even on 
my opinions about psychopathology, whatever I’ve shared with you today that’s my 
view, I don’t think its negative or positive its just a view, maybe I would have tried to 
flower up counselling psychology a bit more, how would I have done that? By 
making it sound more technical? I don’t know, maybe, there is still a part of me that 
thinks we have a bit of a fight
A: Can you say a bit more about that?
ALISON There is a part of me that still thinks we are still proving ourselves, we’ve 
moved from the foetal to the baby stage, we are still fully bom and formed now but
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still not taken very seriously as an all thinking, maybe that’s just a paranoia and 
maybe that’s bred in us by our training, I do wonder, I remember being reminded in 
our training, we are different, and people will be like this and jobs wont be there, so it 
sets this precedent in your mind. I really hope that if I was being interviewed by a 
clinical trainee or a medical student that I wouldn’t have sounded more technical 
because what I value the most about counselling psychology is that.
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A Discourse Analytic Study of the Ways in which Psychological Knowledge is
Constructed and Negotiated amongst Psychological Therapists in the NHS.
Abstract
This is a discourse analytic study about the social construction of psychological 
knowledge and the ways in which competing constructions are negotiated amongst 
psychological therapists in the NHS. Three psychology team meetings were recorded 
and the recorded data was transcribed and analysed using critical discursive 
psychology. Three major interpretive repertoires were identified and these were 
termed the ‘modernist’, ‘the internal world’ and ‘the receptive helper’ repertoire. The 
analysis focuses on the dynamic interaction of the repertoires and the ways in which 
they are used to challenge competing constructions and work up agreed versions. A 
dilemma emerged for professionals when attempting to negotiate ways to work with a 
client who is facing death. The ways in which this dilemma was managed is discussed 
along with an attempt to locate the dilemma within a cultural and political context. 
Implications for psychotherapeutic practice are considered.
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A Discourse Analytic Study of the Ways in which Psychological Knowledge is
Constructed and Negotiated amongst Psychological Therapists in the NHS.
Introduction
This study is concerned with the social construction of psychological knowledge and 
the way in which competing constructions are negotiated amongst psychological 
therapists'^ in the National Health Service (NHS). Psychology teams within the NHS 
can encompass different professional groups such as clinical and counselling 
psychologists, psychotherapists, counsellors and others who all draw upon 
psychological knowledge in their work with clients. However, even within each 
professional grouping, individuals do this in different ways so that in the same team 
there can be diversity of perspectives, privileging different therapeutic models.
Traditionally psychology, as a child of the ‘European Enlightenment’ era, privileged 
the ‘scientific method’, enshrining ideals of ‘truth, rationality, objectivity, individual 
knowledge, evidence and scientific progress (Gergen, 2001, p.803). From this point of 
view the above diversity of perspectives within a team reflects, at best, a confusion 
within the discipline of psychology.
From a social constructionist perspective, instead, psychological knowledge is not 
viewed as a body of knowledge that grows closer and closer to the truth but rather as 
socially constructed and influenced by historical and cultural contexts. Many authors
'* ‘Psychological therapist’ is the term used to encompass different professional groups such as 
psychologists, psychotherapists and counsellors.
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within and outside psychology now consider how different versions of the world, 
society, events and inner psychological worlds are produced in discourse (Potter, 
2004) and which culturally dominant ‘versions of reality’ are produced as ‘truth’. 
Ultimately, this approach raises the issue of relations of power and how some ways of 
representing the world appear to have an oppressive or constraining effect upon some 
groups in society (Burr, 1995). Foucault (1979) sees power not as some form of 
possession which some people have or don’t have, but as an effect of discourse. In 
this regard, to define the world in terms of people who are ‘mentally ill’ and others 
who are ‘sane’ brings with it a power inequity between those two groups and can 
determine certain actions and behaviours as a consequence (Burr, 1995).
Discourse analysis is a research approach with a social constructionist framework 
especially concerned with the ways in which language constructs objects, subjects and 
experiences, including subjectivity and a sense of self. It provides a clear alternative 
to the categorisation of behaviours, measurement of variables and attempts to develop 
predictive models of human behaviour which constitute mainstream psychology 
(Willig, 1999).
Discourse analysis has been used to explore the accounts of health professionals in 
relation to a number of topics (Georgaca, Harper, Mclaughlin, & Stowell-Smith, 
1995, Griffiths, 2001,Griffiths & Hughs, 2000, Parker; 1999). As it has a focus on the 
variability and inconsistency in people’s accounts, it is particularly useful in 
understanding how contested issues are constructed by participants (Stevens & 
Harper, 2007). For example, Boyle (2002) and Boyle (2004) has suggested that 
professionals’ use of rhetorical resources can make some ways of talking about a
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topic like schizophrenia seem more reasonable than others. In addition, in his study of 
talk about medication. Harper (1999) argued that one of the effects of such talk was to 
serve certain institutional interests like those of the pharmaceutical industry.
Discourse analysts have subjected to closer scrutiny the roles of health professionals 
(Parker et al, 1995), the nature of staff-client interaction in this setting and the 
relationships between treatment ideologies or discourse on practice (Willig, 1999). 
For example, Barret (1996) investigated the practices and talk of a hospital multi­
disciplinary team (MDT). His analysis shows how important clinical decisions 
concerning prescription of drugs or discharge from hospital are based on 
unquestioned common sense notions and taken for granted terminology.
This research aims to examine in more detail the language used within a team of 
psychological therapists in the NHS. By looking for the different ways that people can 
talk in this context, we begin to understand the kinds of limitations that exist for the 
construction of self and other (Edley, 2001). Previous studies have highlighted a need 
for more research to analyse audio recordings of interactions in psychiatric contexts. 
This would generate detailed analyses of ‘real time’ natural interaction associated 
with the clinical practice of psychological therapists as it is here that understandings 
of clients are constructed, contested and negotiated. Georgaca (2004) asserts that the 
interactive nature of clinical work and the active role of clinicians are systematically 
obscured in mainstream psychiatric literature therefore further research in this area is 
necessary. Therefore, an advantage of this research is that it captures the natural 
interaction of psychological therapists in the NHS.
187
Counselling psychologists in the NHS frequently work as part of psychology teams 
and further understanding of how psychological knowledge is constructed and 
negotiated has implications for clinicians and clients as well as wider society.
Research questions
The aim of this research, is to examine the different discursive resources used by 
psychological therapists as they construct the clinical presentations of NHS clients 
and how shared representations are negotiated. In particular the following questions 
are addressed:
1) What are the available interpretive repertoires that professionals draw upon to 
position themselves both in relation to the ‘problems of the patient’ and with each 
other?
2) How are competing constructions challenged and sidelined and agreed versions 
produced?
The ultimate goal of this study is to raise awareness amongst counselling 
psychologists, especially those working within the NHS, of the processes examined 
here -  with the hope that this awareness may result in them achieving a more 
informed and helpful positioning.
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Method
Design
Following Wetherell (1998) a critical discursive psychology approach to discourse 
analysis was chosen as an analytic strategy. This approach incorporates a synthesis of 
the two main approaches within UK psychology: ‘Discursive Psychology’ (see 
Edwards and Potter, 1992) with a focus on micro level of interaction in discursive 
practices and ‘Foucauldian Discourse Analysis’ (see Parker, 1992) with its more 
macro level interaction in discursive resources. Wetherell (1998) argues that both 
orientations address important questions and within the context of this study it will 
allow a consideration of the resources that speakers use to negotiate different 
constructions of psychological knowledge as well as focus upon the ‘identity work’ 
done within these accounts through paying attention to the way that speakers position 
themselves in relation to patterns of talk, termed interpretative repertoires. Patterns of 
talk are rarely consistent and are often contradictory and this study will pay attention 
to the dilemmatic nature of accounts termed ‘ideological dilemmas’ (Billig et al, 
1988). This approach will also allow for a consideration of the ways in which 
psychological knowledge privileges versions of social reality and is embedded in 
power relations supported by institutions within a particular historical and cultural 
context.
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Participants and Setting
In order to allow for diversity within and across accounts to emerge, data was 
collected during three 2 hour ‘complex case’ forums for members of the psychology 
team within a large psychiatric hospital in the NHS. Professionals who attended these 
meetings were two clinical psychologists, two counselling psychologists, one 
integrative psychotherapist and a trainee clinical psychologist. Four participants were 
women and two were men and they were aged between 26 and 60. All participants 
described themselves as British. In relation to professional grade, three participants 
are at grade 8b level, one is grade 8a, another is grade 7 and another is grade 5 
(chartered psychologist entry level is grade 7). The social construction of the 
categorical information provided is acknowledged and it is therefore not intended to 
capture the essence of the participants in any way but is given as the categories 
themselves root this research within a particular historical, cultural and political 
context. Participants worked with clients from within secondary and tertiary levels of 
care.
Complex case meetings are held twice a month. It is an informal group and is not 
compulsory for professionals to attend. Therefore anyone who elected not to attend 
during recording for this study could do so without detrimental affects to their clinical 
practice. Meetings provide opportunities for members of the psychology team to 
present a client where they feel their work may benefit from more in depth thinking 
from other members of the team.
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Procedure
I initially approached a senior psychologist about this research and he agreed to 
discuss this further with the psychology team. Professionals expressed an interest in 
the study and I was asked to go to a meeting to explain the purpose of the study and 
hand out information letters (appendix 1) and answer any questions. Participants were 
briefed about confidentiality and the safe keeping and disposal of recordings. 
Participants were given my contact details should they require further information.
On the day of the first recording participants were re-briefed as to the purpose of the 
study, confidentiality and the disposal of recordings (Appendix 1). Time was 
allocated to answer any questions. Consent forms were signed at this point (Appendix
2) and a demographic questionnaire was completed (Appendix 3). I was not present 
during the recording of the meeting as this would have interfered with the ‘natural’ 
talk of the team. However, the presence of digital recording equipment in the room 
will inevitably affect the natural discourse to some extent and subsequent analysis of 
data should be evaluated with this in mind. The two subsequent meetings were 
recorded by a member of the team.
Method o f Analysis
Each meeting was digitally recorded and transcribed (Appendix 4 for a copy of 
meeting 1) using a basic version of the notation scheme proposed by Atkinson and 
Heritage (1984), (Appendix 5). Using a critical discursive approach, texts were read 
line by line repeatedly to identify and note recurring patterns. In line with Edley
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(2001), particular attention was paid to ‘interpretive repertoires’, ‘subject positions’ 
and ‘ideological dilemmas’ and was mindful of who or what might be most 
empowered by the discursive resources employed. In this way, the analysis moved 
between micro level discursive resources as well as the macro social and culturally 
available repertoires participants drew upon and the function of these.
Ethics
Ethical approval for this study was first obtained by the National Research Ethics 
Service (NRES), the local Research and Development Directorate and The Faculty of 
Arts and Human Sciences Ethics Committee at The University of Surrey (Appendix 
6).
Professionals at the case discussion forum discuss confidential patient material. 
However, it is not known until the day of the meeting who will be presenting which 
client, which makes it impossible to get client consent in time for the recording. I 
understand that ethically, the patient is an important person from whom to obtain 
consent; however, in this case because of logistical and practical reasons this is not 
possible. However, this can be justified because the emphasis of this research is on 
professionals’ accounts rather than the personal details of the client. Furthermore, any 
information that had the risk of potentially allowing client or clinician to be identified 
was not transcribed. This prevented such information being part of the research 
process. In addition, participants were informed that if they were not comfortable at 
any stage being recorded then I would erase them from the transcript and analysis 
with no questions asked. However, none of the participants requested this.
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Evaluation
In line with the social constructionist epistemology of this research, I have engaged 
with a reflexive interrogation of the ways on which my own personal and professional 
influences may have affected this research process. I am a female, 31 year old, final 
year Counselling Psychologist in training with seven years experience working within 
psychology teams in the NHS with clients. I have therefore developed ‘views’ about 
therapeutic models which may have influenced the ideological framework that I have 
constructed in this research. For further reflexive considerations, refer to personal 
reflections on this research at the end of this paper. Reflexivity presents a challenge to 
conventional ideals of science which favour professional distance and objectivity over 
engagement and subjectivity (Finlay & Gough, 2003). This research is not intended to 
bring us closer to any ‘reality’ or ‘truth’ and acknowledging my position is aimed at 
making this research more accountable, transparent and easier to evaluate (Coyle, 
2007).
In addition, this study can be evaluated through reference to Yardley (2000), who has 
suggested four criteria for the evaluation of qualitative research: sensitivity to context, 
commitment and rigour, transparency and coherence and impact and importance. 
These will be discussed further in the overview.
Finally, discourse analysis does not claim to have any insight into the motivations or 
thoughts or beliefs of the participants involved. Instead, I am engaged in elaborating 
the possibly unintended consequences of the language that was used (Coyle, 2007).
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Analysis
Interpretative Repertoires
The coding stage yielded three major interpretative repertoires that professionals drew 
upon to position themselves both in relation to the ‘problems of the patient’ and with 
each other. I have called these the ‘modernist’, the ‘internal world’ and the ‘receptive 
helper’ repertoires. These repertoires overlap with each other to some extent, but will 
be separated below in order to clarify their main features. The analysis will then move 
on to examine the ways in which the professionals drew upon the repertoires in a 
dynamic way as they developed constructions and negotiated positions within the 
meetings. In the quotations below, pseudonyms are used in order to preserve 
confidentiality.
The Modernist Repertoire
What can broadly be described as a ‘modernist repertoire’ enables speakers to 
construct both the ‘problems of the patient’ and their clinical practice using the 
language of empirical science. This shares features of what Gilbert and Mulkay 
(1984) and Harper (1994) termed the ‘empiricist repertoire’. Modernism is oriented 
towards the achievement of a position of ‘value neutrality’, a preference for 
measurement and quantification of observable events and a search for statistical 
regularities that can be understood as causal laws (Seale, 1999). The profession of 
clinical psychology which emerged in the UK during the Second World War has
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relied on the concept of science to argue for its status and expertise in healthcare, with 
its core orthodoxy of psychometrics and cognitive behavioural therapy (CBT) 
(Proctor, 2005). CBT jargon is used frequently by speakers in the construction of 
‘problems’ and ‘interventions’ for clients which may operate as an ‘index of 
membership’ (Parker, 2002b), positioning the speaker as professional within a 
‘scientific’ framework.
This repertoire functions to construct a version of events, whereby diagnostic 
categories and therefore ‘mental illness’ are granted ontological status which reflects 
actual states of being in the world. It functions to legitimise the use of diagnostic 
categories which allows the therapist to be positioned as an expert in assessing or 
treating a particular ‘disorder’.
In the first extract, a diagnostic category is invoked that locates.‘the problem’ within 
the individual, as tends to be the case with such categories.
Extract 1
Diana: She was originallv referred to Clive to assess for PTSD but he quite 
rightly assessed her to be not PTSD but borderline personality disorder.
There is no distinction made between the person and the category here so that the 
client becomes defined by her specific ‘disorder’. This disorder can then be treated as 
a real entity that exists in the world. Implicit in the text are assumptions about 
normality and abnormality which can only be assessed by a professional with 
‘expertise’ in that area.
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In the second extract, the world of positivism and hypothetico-deductivism is 
invoked. This is achieved through the language of science such as ‘pie-charts’ and 
‘percentages’ which in turn allows ‘mental states’ to be constructed in a manner that 
makes them observable and measurable thus increasing the facticity of the account.
Extract 2
Clive: You can do a standard pie chart for the possibility it could be to do with 
mental health, depression particularly if the father has a history of psychotic 
breakdowns, see whether on an intellectual level he could accept that as a 
possibility and look at the percentage on that and see whether that shifts but 
once he’s accepted that, if he was willing to accept that, then you could look at 
ways of breaking rumination and actually concentrate on that as a treatment 
programme.
Helen: ok
In the above extract, Clive positions himself as advising Helen about various 
techniques used in CBT such as a ‘standard pie chart’ which can be done with a 
client. Note the language of ‘doing’ here, ‘you can do a standard pie chart’ which is a 
standard feature of this repertoire. CBT is constructed as orienting more towards an 
external world of ‘activity’ whereby the speaker is positioned in a directive role 
suggesting specific techniques and tasks.
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Internal world Repertoire
This repertoire shares some features of the modernist repertoire with its assumptions 
that there is a ‘truth’ which can be uncovered through certain techniques. However, in 
contrast to a more external focus of the modernist repertoire, in this repertoire, 
therapy is constructed as orienting towards an ‘internal world’ which cannot be 
measured objectively and is more subjective and harder to define. Intrinsic to this 
repertoire is the construction of the ‘mind’ as split into two levels, an ‘unconscious’ 
mind that is separate from but linked with a ‘conscious’ mind. Within this repertoire, 
it is the therapist’s role to pay close attention to their own thoughts and feelings, 
defined as ‘counter transference’. In this regard, subjectivity is viewed by 
psychoanalysis not as a problem (as in ‘modernist psychology’) but as a resource 
(Parker, 2004).
In the excerpt below, Nick is implicitly dismissing the ‘behavioural’ approach by 
constructing the behaviour as hard to understand in CBT but part of the course’ 
‘psychodynamically’.
Extract 3
Nick: It’s not so much about the behavioural thing anymore is it, because if 
you think about it psvchodvnamicallv it is part of the course (2) that someone 
is engaging in certain type of behaviours but they don’t know why they are 
doing it, and over time as you explore it the unconscious meaning comes out 
of it...
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Evoking ‘the unconscious’ in this case constructs behaviour as explicable in terms of 
underlying psychological factors and, more specifically, as having a hidden 
‘unconscious meaning’. This works up an expert role for the therapist in exploring 
and uncovering the hidden meaning.
Another feature of this repertoire is the role accorded to childhood events, defences 
and transference. Childhood events are constructed as foundational for future outlooks 
and behaviours as well as the notion of ‘defences’ through which psychoanalysis 
specifies the different strategies that are used to keep the truth at bay (Parker, 2004).
Extract 4
Clive: Ok, you get somebody who has a very damaged childhood, and some 
people can get in touch with that and some people have a I wouldn’t say an 
alter ego, they have alternate aspects of themselves that protect that that guard 
the child so on the one hand you hear somebody who cries and feels very 
distressed, its quite hard to actually be in touch with that and sometimes I 
think people put an adult defence around them and say my childhood was 
idyllic
Extract 5
Nick: so that’s internal you’ve got the mother and then the child there, but he’s 
also playing that out with you that you’re finding, you’re not able to get to the 
place where you can really (1) cconnect with him in which case either you’re 
coming across him relating to him just like his mother did or he’s experiencing 
you as a mother he just can’t talk to
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In extract 4, the ‘truth’ underlying distress is located within the ‘damaged childhood’. 
However, if a person is ‘in touch with’ this truth then they will feel ‘distressed’ and 
therefore ‘defences’ need to be put around it. Language of ‘defences’ and ‘guards’ 
evokes images of war whereby the ‘internal world’ is constructed as in conflict over 
managing painful feelings. In extract 5, Nick is constructing the relationship between 
the therapist and the client in terms of repeating mother and child patterns of relating. 
An examination of this ‘transference’ is constructed as important for understanding 
why they are not ‘connecting’. It is the relationship between the client and therapist 
that is important in this repertoire. In addition, certain subject positions are laid out for 
the client who is encouraged to get ‘in touch’ with the traumatic cause of the distress 
with a professional who can allow it to be replayed (Parker, 2002).
Receptive Helper Repertoire
This repertoire draws upon the discourses of ‘humanism’ to construct the professional 
as ethical, empathie and caring. ‘Liberal humanism’ has been described as a heavily 
legitimated discourse in today’s society, with the self-contained, free individual at its 
heart (Burr, 1995). As such it has moral connotations to it whereby the ‘patient’ is 
constructed as free to use the sessions as they see fit and the professional is positioned 
as taking care not to impose their frame of reference. The repertoire has some 
elements of pre-modem and post-modern discourse. As can be seen in extract 6, it 
privileges ‘intuition’ as well as attending to the ‘uniqueness’ of the individual who 
can’t or shouldn’t be defined by categories.
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Extract 6
Blaine: that’s where (1) we have to tailor our approach to the individual 
patient, I mean you have to assess what sort of techniques to use and draw on 
that, you can’t just use a model and that’s it, you’ve got to use your clinical 
judgment, which at a certain stage has happened, at a certain stage can be quite 
intuitive, think about it and use your judgment.
In the above extract, the therapist’s role is positioned in a more creative way whereby 
the subjective personal qualities of the therapist such as ‘intuition’ and ‘judgement’ 
are considered important when assessing the needs of the ‘individual patient’. The 
therapist is constructed as being open and flexible to the individual needs of the client 
as opposed to using ‘a model and that’s it’.
In Extract 7, Nick positions himself as ‘going to where the client is at’ with its 
implication that the client is allowed to lead the way.
Extract 7
Nick: I tend to find that the more I do it, I go with where the client is at and try 
to explore the more it gets complex and the emotions start to come out more 
and maybe that’s a good thing if you’ve got time you would be emphasising it 
but it’s not always a good idea is it,
Elaine: not in the NHS, (1) not always.
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In extract 7, Nick constructs this approach as leading to more complexity and 
emotional release which is positioned as a ‘good thing’ if there is time, however, the 
work context of the NHS is then constructed as constraining the application of this 
repertoire.
Finally, Extract 8 demonstrates how a dilemma is being worked up between a 
modernist repertoire and a receptive helper repertoire.
Extract 8
Clive: I’m aware at times that with my PTSD patients, I can think, oh what an 
interesting PTSD patient, that’s a really interesting and unusual symptom, as 
opposed to this is a human being having a horrendous experience
A binary is constructed whereby Clive positions himself either as a detached scientist 
inspecting an ‘interesting symptom’ or as an empathie ‘receptive helper’. There is a 
working up here of what an ideal therapeutic gaze ought to be embodied in the line 
‘this is a human being having a horrendous experience’. However, an implication is 
that the times he positions himself within a modernist repertoire he is protecting 
himself from the painful emotion that is being alluded to.
The Repertoires in Combination and Contradiction
All professionals drew upon all three major repertoires at various points during the 
meetings. The following excerpt has been selected to illustrate the interpretative 
repertoires which professionals drew upon to position themselves in relation to the 
‘problems of the patient’ and with each other. It has also been chosen because in line
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with the research question, it is able to more concisely demonstrate the ways in which 
competing constructions are challenged and sidelined and agreed versions produced.
Extract 9
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408 Clive: What does she want from therapy?
409 Nick: (7) I think she wants to get in touch with (.) with her (.) with (.) her feelings,
410 because that’s what she says is reallv (.) helpful when I try to stop her and (.) and
411 think about that, she knows there is (.) stuff from her past that she needs to sort of
412 address, and how she’s been sort of dealing with it, (.) and she talks about her .her
413 anger actually, that she’s used her anger a lot as a way of (.) surviving what she (?)
414 umm but its not just working anymore, she still presents with a lot of anger=
415 Clive: =but I mean, what does it mean you know when she says she wants to get in
416 touch with her feelings, what does that, what does that actually mean? You know,
417 what would be the purpose of achieving f.) achieving that?
418 Nick: (3) Well, maybe she would be a little less frantic, you know=
419 Elaine: sorry, if I was (.) dying, I wouldn’t want to get in touch with my feelings, (2)
420 umm (?),
421 Clive: so this is (1) a follow up of (1) previous on the one hand (1) on the one hand
422 I’m dying and I want someone to witness my distress, but underneath that I’d want to
423 work on (.) you know, what do I want to (.) do in the limited amount of time I might
424 have left, are there any particular like life tasks or unfinished business, (.) we’ll talk
425 about that (.) and I’m quite, kind of I’m quite, outside my. I’m quite (.) my internal
426 world is not overly complex, and as an individual I am quite outside (.) for some
427 people it is more about their kind of about their inner kind of fantasy (.) but I mean
428 that would be...
429 Nick: No, I don’t think there is anything particularly there that she feels T’ve got to
430 do this before I die’ or (.) anything like th a t, I don’t think that’s what it is=
431 Elaine: =She sounds as if she’s sort of fairly engaged with the work at the moment
432 and the issues, is that it?
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Nick: that as well, I mean most recently she’s come off umm .methadone, coz she’s 
actually stopped the substance misuse coz she’s you know (.) she’s struggling with 
that quite a bit, not (.) it’s the sadness and anger that she keeps kind of coming back 
to, she kind of can verbalise that and of course that’s where I can sort of engage with 
her a bit more when she slows down and starts to do that it seems to be part of the task 
that she needs, you know its quite touching*
she somehow she is coming off the drugs, she doesn’t know why she but just feels 
extremely tearful all the time, and extremely angry .and it is really just a matter of 
trying to explore (.) why is that why are you feeling particularly angry 
Diana: But but, (.) I’m quite surprised in the context of all this, and I know this 
patient, a lot of times we have spoken about it, and you’ve said before umm (.) I was 
quite surprised to hear you say that you didn’t think she didn’t have something she 
wanted to do before she dies, because what I’ve been hearing is that she needs to 
process all this stuff about this hideous history and death is the great motivator isn’t it 
and its because we know we’re going to die that we do stuff I mean and she’s got it 
much more in the face than most of us most of the time and I do wonder if some of
455 this talking about every single little incident (.) is a sort of holding off a
456 procrastination, I wonder if on some (.) fantasy level (.) it’s like if she doesn’t engage
457 with the things she needs to do then she can’t die.
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Nick: mmm.. the first bit I think, I , sort of thought about, the other bit I hadn’t, when 
I said there wasn’t anything .you know what I meant was I was picking up on what 
Clive said on the external focus and the inner world I don’t think she’s got a list of ten 
things, ten books, films she got to see before she dies 
Diana: no (group laughter)
Nick: I think it is, I agree its around that, the last session I saw her (.) she became 
really tearful, she said I’m feeling a sense of grief and I don’t know, there’s nobody 
who has died, and in some way she said I’m grieving for myself.
|... Its quite
468 heartbreaking and when she gets there the emotion it really is far from boring but its
469 her fantasies about doing that=
470 Elaine: =see that’s what she was coping with see obviously the substance misuse was
471 blocking her off from all of that
472 Nick: yes
473 Elaine: and now she’s got back its all welling up in her but perhaps while she is
474 talking to you in that way and you (.) find it very boring that’s another way for her to
475 not face the issues and just you know lethargic just talking about what she’s had
476 before and every now and then it becomes (.) real,
477 Nick: yeah but when it becomes real I think for her it becomes=
478 Elaine: ^overwhelming
479 Nick: subjectively very overwhelming and I think what I pick up on is the defence
480 that she is going through, she (.) and I think you’ve probably captured it that sort of
481 sense that I .need to feel I’ve got some kind of resolution and I (.) can experience
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482 myself as alive before I can (.) die actually, and that said, I don’t know I don’t want to
483 feel shit and I think that’s probably where it is at,
484 ‘ Diana: but that is the big truth isn’t it, people who are most afraid of death are people
485 that haven’t been able to live, or too afraid to live, or whatever
486 Clive: (5) .a patient said to me the other day, after he had come off the medication he
487 had been addicted to for thirty odd years, and they said err I have come off the
488 medication but the problem is now that I have come off it I’m not sure I like the world
489 I can now see.
490 * section omitted due to confidential material
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This extract immediately follows Nick giving some background information about his 
client within an internal world repertoire describing how his responses to her are “a 
bit sort of sleepy”, “a bit irritable” with her “which is uncanny because some of the 
stuff she says is quite heart rending”.
At the start of extract 9, Clive’s question positions Nick as having access to the 
‘facts’. It could also be an indirect challenge to Nick who immediately prior to this 
extract has positioned himself within an internal world and receptive helper repertoire 
which is later worked up into a direct challenge (lines 415-417) in order to construct 
an alternative intervention within a modernist repertoire (lines 423-424).
Nick to some extent resists being positioned as knowing the facts as he qualifies this 
with “I think” with its invocation of uncertainty. The eight second pause before 
answering may indicate that he feels challenged and he needs to think before 
answering. He continues to position himself within a receptive helper repertoire in 
lines 409 -  414. The emphasis on “reallv” in lines 410 implies that he is trying to 
build up an account of his work as particularly “helpful” which could defend against 
further challenges. Similarly, the receptive helper repertoire here allows Nick to 
position his client as expert in knowing what is helpful or not, which could make it 
harder for anybody else to dispute that.
‘Getting in touch with feelings’ has become part of every language that people use to 
talk about themselves within western society. Along a similar line, Parker (2002) 
describes how psychoanalytic notions about the unconscious and repression saturates 
western culture. He argues that if we want to understand who we are and what we
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want clients to be then we have to look at the ‘conditions of possibility’ (Foucault, 
1980) which are structured by psychology as part of a wider set of narrative about the 
self. Therefore, within western culture ‘getting in touch with our feelings’ in order to 
be considered ‘psychologically healthy’ or ‘emotionally intelligent’ (Goleman, 1996) 
is now considered a taken for granted truth. However, within the context of 
psychotherapy, this language is being challenged by CBT discourse which is now 
used widely in the NHS and holds much power within this institution. Perhaps this 
then gives Clive permission to challenge Nick further.
Clive’s two questions in lines 415-417 imply that he is challenging Nick through 
questioning this taken for granted knowledge. He is therefore challenging a receptive 
helper discourse through positioning himself within this more powerful modernist 
repertoire which privileges a behavioural discourse of activity (lines 422-423). At the 
same time there are shifts to personalised statements from Elaine (lines 419) and by 
Clive (lines 421-422), which is a common device that participants draw upon, linked 
to the demonstration of empathy within a receptive helper discourse. However, by 
speaking as if he was the client (as Clive has) this accords him some sort of insightful 
mystique which can be used to justify how best to intervene. Therefore moving 
between both a modernist and a receptive helper repertoire allows Clive to bolster his 
challenge to Ed in different ways.
A central feature of Clive’s talk at this point is the working up of a binary position 
whereby he orients himself towards an external focus in comparison to another “who 
is more about their inner kind of fantasy” which is taken up by Nick later in lines 460. 
This binary is an example of a dilemma that is starting to be worked up over the
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fundamental question of how people deal with life when facing death. Do we look 
inside ourselves (internal world repertoire) or to we find what we need outside in the 
external world (modernist repertoire). This dilemma seems to be part of broader value 
systems that speakers bring to the meeting as well as reproducing Eastern and 
Western capitalist modes of existence: the mode of being and the mode of doing and 
achieving (Fromm, 1976).
Nick challenges Clive in lines 429 and strengthens his argument through the use of 
hypothetical reported speech in lines 429-430 which functions to make this challenge 
more legitimate as if the words were those of his client. The point is emphasised by 
repetition (lines 430). He then draws on a popular western cultural discourse which is 
prevalent in magazines, television and the internet along the lines of ‘things to do 
before I die’ which within the context of talking about his client adds a kind of ‘black 
humour’ which may function as a device to belittle and side step the modernist 
emphasis on ‘doing’ that Clive has constructed. This is taken up later in a stronger 
form in lines 458-461. Perhaps Nick finds his position is strengthened by Elaine 
positioning herself alongside him; “She is very engaged with the work” which allows 
him to continue to work up an account of his work within an internal world and 
receptive helper repertoire (lines 463-469). This functions here to allow him to 
construct his client’s emotional state which he does using extreme case formulations 
(Pomerantz, 1986); “She just feels extremely tearful all the time and extremely angry” 
which serves to make the account more rhetorically effective through the use of 
overstatement, thereby working up the persuasiveness of the proposed intervention “it 
is really just a matter of trying to explore why is that.”.
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Diana enters the conversation (lines 448) and continues to work up a challenge 
against Nick and in doing so positions herself alongside Clive within a modernist 
repertoire. She alludes to “what I’ve been hearing” with its implication that this is 
different from (and maybe preferable to) Nick’s understanding which is why she is 
“quite surprised”. She lets the group know that “I know this patient, perhaps we have 
spoken about it before” which seems to add an authoritative credibility to her 
argument.
She then constructs the problem of the patient in such a way as to give credence to the 
argument that this patient should focus on what she wants to do before she dies. She 
seems to start off by positioning herself alongside Nick as she orients towards an 
internal world repertoire, “she needs to process all the stuff about the hideous history” 
with the implication that talking about her past is important but she then seems to 
. position the patient within a ‘catch 22’ situation where “talking about every single 
little incident” is then constructed as problematic -  “a sort of holding off, a 
procrastination”. She draws on an internal world repertoire of ‘fantasy’ which allows 
her to construct an account whereby not engaging in things to do is problematic as it 
reinforces a “fantasy” that she will not die. The client is therefore positioned as not in 
touch with reality and therefore a behavioural intervention which focuses on what she 
needs to do becomes a ‘reality check’. Thus even though Nick and Diana draw on 
similar interpretative repertoires, they both construct ‘problems’ and ‘interventions’ in 
different ways whereby on the one hand focusing on the internal world by talking 
about the past and ‘getting in touch with feelings’ is encouraged and on the other hand 
it is considered problematic and getting in the way of what she really needs to ‘do’.
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Nick has now been challenged by two members of the team and his response possibly 
indicates a growing frustration, seemingly more directed at Clive as his name is 
mentioned in lines 460. Drawing again upon a popular cultural discourse of “ten, 
books, films she’s got to see before she dies” seems to belittle the ‘external focus’ of 
the modernist repertoire exactly because it reduces it to the literal level of ‘things, 
books and films’ -  seemingly more trivial pursuits within this context. His defence is 
also bolstered by the use of a three-part list (Jefferson, 1990) which is a rhetorical 
device used to indicate a common quality of items in a manner that conveys a sense of 
completeness. This functions here to preclude other possibly more meaningful 
activities she could focus on. This provokes group laughter in lines 462 which appears 
to have several functions. Griffiths (1998) demonstrates how humour can be used as a 
resistance to professional dominance in Community Mental Health Teams. She 
suggests that humour reflects the paradoxes and strains of organisations such as the 
NHS where on the one hand they are supposed to exemplify team working but must 
accommodate occupational hierarchies and different disciplinary perspectives that 
favour different explanations of psychological disturbance. Humour can therefore be a 
device through which unavoidable tensions can be expressed and managed. In 
addition, Nick succeeds in getting the group to laugh, which functions to reunite 
himself with them possibly at the expense of Clive. Elaine’s “no” implies some 
backing down and agreement with Nick here.
Having seemingly successfully sidestepped challenges from Clive and Diana, Nick 
continues to describe the internal world of his patient which is taken up by Elaine and 
the two appear to have a conversation between themselves, in lines 470-483, both 
positioning themselves alongside each other as can be seen by Elaine finishing Nick’s
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sentence for him in line 478 and Nick taking up the word “overwhelming” as his own 
in line 479.
Within this exchange, Elaine draws upon an internal world repertoire using the 
concept of countertransference (lines 473-476) to explain why Nick feels bored when 
he is with his patient. This functions to push responsibility for Nick’s feelings of 
boredom onto the client, as those feelings, just like taking drugs, become “another 
way for her to not face the issues”. Nick has now been relieved of having to own 
those feelings as his own. Parker (2004) comments on how it is convenient to blame 
the ‘patient’ for using ‘defence mechanisms’ when it is the analyst’s assumptions and 
actions that are most suspect.
Nick agrees with Elaine that he is picking up on this ‘defence’ and congratulates 
Elaine, (“I think you’ve probably captured it”) and uses the device of hypothetical 
reported speech which adds an authenticity to a construction that is being co-created 
between them, culminating in a dilemma for the patient in lines 481-483. What seems 
to be co-constructed here is that being ‘alive’ is about being able to be in touch with 
one’s emotions. This implies that his client is effectively ‘dead’ (as she is not in touch 
with her emotions) which constructs a powerful role for Clive in bringing her back to 
life, helping her to feel alive again. Nick and Elaine’s constructions serve to bolster 
and legitimise each other’s positioning and professional identity within an internal 
world therapeutic model and provides a contrast to the modernist argument that she 
needs to focus on what she can ‘do’ in the outside world with her time left. In the last 
few lines of the extract (lines 486-490) Clive responds by telling the group about a 
client of his who has come off the medication he has been addicted to for thirty years.
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which also constructs a sense of his own expertise and power; however, there is an 
implication that the client is not helped as he is not sure he likes “the world I can now 
see”. Perhaps this is an indirect challenge to Nick, constructing an account whereby 
helping someone to be more in touch with ‘reality’ is not necessarily the best way to 
spend the remaining time one has got left alive. This challenge claims authority from 
experience (Gergen, 1989) which is highly valued within a receptive helper and 
internal world repertoire rather than ftrom expert, discipline-based knowledge.
Discussion
The analysis has suggested that there are three major interpretive repertoires that 
speakers draw upon to position themselves both in relation to the ‘problems of the 
patient’ and with each other; a modernist, an internal world and a receptive helper 
repertoire. The three repertories were shown to accomplish different rhetorical 
functions and offer different opportunities for action. So in drawing upon different 
aspects of the competing repertories at various points throughout their texts’ the 
authors were able to position both themselves and their clients in different ways in 
order to manage professional identity and legitimise specific interventions. However, 
what the three repertoires seem to have in common in more explicit or implicit ways 
are modernist assumptions that the ‘problem’ is located within the individual which 
then legitimises the professional positioning of the speakers and the role of 
psychotherapy and excludes concern for structurally ingrained inequities (Parker, 
2002a).
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The second half of the analysis demonstrated the working up of an ‘ideological 
dilemma’ which split the group to some extent over the ways to work with someone 
who is dying. Clive and Diana positioned themselves alongside each other within a 
modernist repertoire which allowed for a working up of a behavioural intervention in 
the ‘external world’ whereas Nick and Elaine, positioned themselves alongside each 
other within a receptive helper repertoire which legitimised an intervention where the 
client needed ‘to get in touch with her feelings’ in the ‘internal world’. Therefore, 
although an agreed position was not produced by the whole group, particular couples 
agreed with each other.
As all repertoires were drawn upon by all speakers to bolster their positions, the 
question seems to be why speakers draw upon a mix of repertoires and devices to 
defend their position within the dilemma? The dilemma seemed to be managed 
precisely because it was constructed as a split so there was no room for both 
interventions to be integrated together. Perhaps what was at stake here was not so 
much arguing for or against a particular intervention but more about identity and a 
system of beliefs that has roots in wider institutional and societal contexts.
Perhaps it is important to widen the focus out here and look at the institution that 
employs psychological therapists. Strength of the modernist repertoire within the 
NHS lies with current notions of ‘evidence based practice’ which works on the 
premise that only those treatments that have demonstrable measurable outcomes in 
randomised controlled trials should be funded (Parker, 2002b). Therefore, the NHS 
has considerable power in determining employment for psychological therapists as 
well as the type of therapy for clients. Mental health services are therefore under
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pressure to demonstrate their ‘effectiveness’ (Layard, 2008) and within this climate, 
psychological therapists regardless of theoretical orientation have to justify and 
‘prove’ their ‘worth’. Maybe these tensions underpin some of the challenges made by 
speakers in the texts.
Perhaps the strength of the internal world and receptive helper repertoires lies in a 
description by Erich Fromm (1976) of two modes of being ‘to have or to be’. He 
constructs ‘being’ as in contrast to ‘having’ and means aliveness and authentic 
relatedness to the world through being in touch with a rich inner world. He describes 
how ‘being’ has been the subject of thousands of philosophical books, and ‘what is 
being’ has been one of the crucial questions of eastern and western philosophy; 
However, the rise of capitalism in western society is constructed by Fromm (1976), as 
privileging a focus on the external world of ‘having’ and consuming and doing and 
achieving at a fast pace. Perhaps in general this has opened up the way for ‘short 
term’, ‘cost effective’ ‘results driven’ CBT. However, interestingly within some 
sectors of CBT there has been what has been constructed to be a shift towards a more 
experiential, emotional and relational emphasis (Saffran & Muran, 2000) of the 
internal world and receptive helper repertoire.
In relation to counselling psychology. Craven (2004) highlighted that the discourses 
expressed in counselling psychology theory, such as, a phenomenological and 
humanistic value base, a reaction against the medical model of professional-client 
relationships and an emphasis on well-being rather than pathology (Woolfe, 1996), 
stand in opposition to the discourses (empiricist, bio-medical) prevalent in the 
contexts that counselling psychologists find themselves working in. He argues that as
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current practices are increasingly reinforced by an ideological framework of 
professionalisation (scientific treatment, evidence based practice etc), this may create 
dilemmas for individual practitioners working within the NHS.
It is hoped therefore, that this research can improve the awareness of counselling 
psychologists and indeed all psychological therapists, of the ways in which 
discourses/interpretive repertoires are infused with ideological assumptions, the 
interests that are being served and who may be being marginalised by these discourses 
as well as the ways in which these discourses are used in specific contexts. It is hoped 
that a better awareness of these issues will allow power relations intrinsic to both the 
positioning of both psychological therapists and clients to be attended to. This 
research demonstrates how these processes operate at a micro level of language and 
shows how pervasive they are and woven into the fabric of our society constructing 
the way we live our lives -  as clinicians, as clients and as people. Through critically 
examining the assumptions upon which psychological knowledge is constructed it is 
hoped that this can reduce the likelihood of ‘problematic’ common sense assumptions 
being translated into policy and practice to the possible detriment that those 
assumptions might construct in limiting and marginalising ways. Similarly, it can help 
psychological therapists to be mindful of the way they are constructing their clients’ 
difficulties in the consulting room and to view the ‘problems’ that clients bring to 
therapy as something affecting the person within a historical and cultural context 
rather than as characteristics and qualities intrinsic to them.
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In addition, the notion of positioning can be very useful for counselling psychologists 
in terms of supervision in order for practitioners to be mindful of the ways that they 
are positioning others and being positioned, when working with clients, colleagues, 
groups and peers. It adds to the analytic reflective repertoire of practitioners and 
carries the possibility of negotiation and re-negotiation of positionings and the 
acceptance and refusal of positionings.
Gergen (2001) asserts that acknowledging the constructed nature of what we treat as 
reality could make compromises and accommodations easier to entertain. He adds that 
it may therefore be less likely that we impose our world view on another and have 
more humility. This may be particularly relevant for NHS clinicians who work within 
teams and have to negotiate differences of opinion on a daily basis.
Due to the time constraints of this research as well as consideration for the 
psychology team, I was only able to record three meetings and perhaps more data 
could have allowed for a more in depth analysis of how agreement was produced 
between them. This research could also be extended to analyse the talk of other 
psychology teams in the NHS and to look at whether the ideological dilemmas 
identified here are reproduced in other contexts. It could be that as the head of the 
psychology department within this team (not a participant) is psychoanalytically 
trained, then this would allow for ‘internal world’ constructions to take a more central 
stage.
The reader can judge the extent to which this research can be evaluated. I have aimed 
to locate this study within the context of relevant research with a similar
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epistemological framework and aimed to ground my interpretations in the data which 
is provided so that the reader can track my analysis and come up with their own 
interpretations too. I have demonstrated my commitment with this research process 
and aimed to be transparent and coherent.
On a final note, the way psychological therapists construct psychological knowledge 
can have profound implications on the way we work with clients and it seems 
essential that we deconstruct this knowledge so we are not blindly following the 
‘truth’. Instead our training programmes and the institutions we work in can be places 
where, historically and culturally rooted ‘knowledge’ in its many forms can be 
challenged as well as learnt.
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Personal Reflections on the Research Process
I want to take this opportunity to elaborate on the reflexive process that I have 
engaged with during this research as well as comment on my general experience with 
the research process.
Looking back I became interested in the way language can be used when I worked as 
an assistant psychologist in a medium secure unit for offenders before I started my 
training. I became fascinated within ward rounds of the way that people constructed 
accounts of the same ‘patient’ in different ways. I also found it worrying that those 
who were higher up in the hierarchy of the team and those who were particularly 
articulate could persuade others that their account was ‘true’. Often serious decisions 
were made based on these ‘truths’ which often had major consequences for ‘patients’. 
I became curious about what it was that made some accounts seem more convincing 
than others and whose purpose were they serving.
Throughout my training I have been immersed within the process of learning about 
‘psychological knowledge’ and the assumptions underpinning different therapeutic 
models. I have found myself embracing what has been described as the humanistic 
core values of counselling psychology which foregrounds the therapeutic relationship 
and can be critical of the use of diagnostic language and prescriptive treatment 
interventions. In relation to my research, I have tried not to privilege one construction 
over another but I did find it harder to deconstruct more ‘humanistic’ or 
‘psychodynamic’ conceptualisations than CBT with its more modernist assumptions.
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Nevertheless, it was a useful experience trying to deconstruct ideas that previously I 
may not question so rigorously. It was hard because I have spent so much time 
constructing an identity for myself, that having to deconstruct it felt quite 
disorientating and it was particularly difficult to let go of the idea that there is no 
actual intra-psychic state apart from one that it is constructed through language.
I found I developed a love/hate relationship with discourse analysis. I have found it 
enormously inspiring and liberating to some extent as I have found myself 
automatically trying to deconstruct many different aspect of society, including myself 
that I had previously taken for granted. However, I found the work very demanding 
and attempting to write up this research within a very short space of time was 
frustrating (it took most of the year to go through ethics and collect my data). I think 
that getting to grips with discourse analysis takes time as it is more than a research 
method but a new way of thinking about the world. Engaging with the data also takes 
time and is not something that can be rushed, what makes no sense one day can 
suddenly turn into a eureka moment another and then back to not making much sense 
again. However, on reflection, perhaps I am constructing a version of events here in 
order to inoculate myself from future criticism.
In addition, I also felt uncomfortable attempting to deconstruct clinician’s accounts, 
particularly of those that I have a professional relationship with (I am currently on 
placement in the same NHS trust as my participants). It felt like I was adopting a 
cynical view of clinicians, services and institutions and I was aware when writing that 
some of my participants have expressed an interest in reading this research which may 
have influenced my interpretations -  although I can’t think of anywhere in particular
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this may have occurred. However, I am enormously grateful to participants for 
allowing me to record meetings and for giving me the opportunity to research an 
interesting and important area.
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Appendix 1
1®* December 2007
Construction of psychological knowledge amongst psychologists and
psychotherapists in the NHS.
PARTICIPANTS INFORMATION SHEET
You are invited to take part in a study. Before you decide to participate it is important 
for you to understand why the research is being done and what it involves. Please take 
your time to read the following information carefully and if there is anything that is 
unclear or you wish to receive more information please contact me. Thank you for 
reading this information sheet.
10) What is the purpose of this study?
I am currently undertaking a three year Doctoral training in Psychotherapeutic and 
Counselling Psychology at the University of Surrey. This research is in part fulfilment 
for this qualification.
This study is concerned with the social construction of psychological knowledge and 
its relation to clinical practice in the NHS. In particular it aims to examine in more 
detail the language used by clinicians as they talk about the clinical presentations of 
patients. In addition, it will explore how different understandings are negotiated and 
how clinicians reach a consensus about patients’ difficulties.
This study aims to achieve this through recording the active communication as it 
unfolds during a case discussion forum for psychologists and psychotherapists in the 
Psychology department.
11) Why have I been chosen?
As a psychologist and psychotherapist working in the psychology department, you 
may already attend the case discussion forum which takes place every two weeks. If 
you do attend, I would like to invite you to take part in this study.
12) Do I have to take part?
No. It is up to you to decide whether or not to take part. If you do, you will be given 
this information sheet to keep and be asked to sign a consent form. You are still free 
to withdraw at any time and without giving a reason.
13) What will happen if I take part?
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Participation would involve attending the case discussion forum as usual and agreeing 
to the forum being audio recorded. Three forums will be audio recorded over the 
duration of three months. This means that every other forum will be recorded to allow 
those who do not want to be recorded to attend once a month. Before the recording I 
will ask you to sign a consent form and a short demographic questionnaire. There is 
nothing else required of you.
14) What are the benefits of taking part?
You will be taking part in research that is potentially beneficial for the further 
understanding of decision making processes amongst clinicians in the NHS. 
Ultimately further research in this direction could benefit clinical practice for other 
clinicians working in a similar context and improve patient care.
15) Will my taking part be kept confidential?
Yes. All the information about your participation in this study will be kept 
confidential. Parts of your discussions may be reproduced in the final study but any 
identifying detail will be omitted. You will have an opportunity to read through the 
study before it is submitted and comment on my analysis of your data. You may also 
withdraw some or all of your responses at this stage.
16) Will I be tape recorded and what will happen to the tapes?
The case discussion forum will be tape recorded and later transcribed by myself onto
a password protected computer. The tapes will be destroyed after the transcription 
process in December 2008. Confidentiality will be respected in accordance with the 
Data Protection Act 1998. Your name and any identifying information will not appear 
on the transcript or in the final report.
17) What happens to the results of the study?
The results of the study will be submitted to The University of Surrey as part 
fulfilment of my Doctorate in Counselling Psychology. Additionally, it is intended to 
publish the results in ajournai. You will not be identified in any report or publication.
18) Who has reviewed this study?
This study was given a favourable ethical opinion for conduct in the NHS by the 
Redbridge and Waltham Forest Local Research Ethics Committee.
Thank you for taking the time to read this information sheet. If you would like to take 
part in this research, you may contact me using the information given below.
Contact details: Amy Lucas
Counselling Psychologist in Training 
The University of Surrey 
Department of Psychology 
Psychotherapeutic and Counselling Psychology 
Guildford '
GU2 7XH
a.d.lucas@surrev.ac.uk 
Mobile: 07968 713 114
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The construction of psychological knowledge within a psychology team in
the NHS
Name of Researcher: Amy Lucas Counselling Psychologist in Training
Consent Form
6) I confirm that I have read and understood the information sheet dated 
December 2007 and have been given the opportunity to consider the 
information and ask questions
7) I understand that my participation is voluntary and I am free to 
withdraw at any time without giving any reason.
8) I understand my contributions will be tape recorded and that the tapes 
will be kept securely in a locked cabinet and destroyed once transcribed.
9) I understand that some of my responses may be reproduced in the final 
study with any identifying detail omitted. I will have the opportunity to 
withdraw my responses before the final report is submitted.
10) I agree to take part in this study
Dated:
Signed by participant:
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Background Information
The following information is collected so that people who read the final report can 
know more about the people who have taken part. However, none of this information 
will be used to identify you as this research is completely confidential.
6. Age:
Gender
8. Professional title
9. Number of years since qualified
10. Number of years working in the NHS
11. Preferred therapeutic orientation
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10
11
12
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23
24
25
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31
32
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43
44
45
46
47
48
49
Transcription of Meeting 1
Appendix 4
Nick -  How do we want to (1) to start? who wants to start?
Clive -  would it be ok to start with the feedback from (.) your patient?
Diana - yeah sure, do you want me to quickly remind you quickly about her, she was 
a
both Clive and Nick sort of 
advocated writing a goodbye letter to her as something tangible almost like a 
transitional object she can take away erm (.) and when I saw her next which was a 
couple of days after we met, she’d actually been thinking herself about (.) what she 
could do to hold onto therapy, because I asked her to think about that and one of the 
things she came up with herself (.) was when she had problems to imagine a therapy 
session and imagine coming in to see me and thinking about what to discuss, (.) she 
found that quite helpful as a way to try to hold on to it for a bit longer, I put to her that 
I had been thinking about it and discussed it with a couple of people, and thought 
about a goodbye letter and she was very keen on that, umm .and I did write a letter 
which I showed it to both Clive and Nick, and some very helpful feedback, from both 
of them and made some alterations .and in the final session she came in and, she had 
thought about a lot of stuff and she was very appropriate about the ending, she talked 
about plans for the future which include (.) going to learn to drive and she’s got a day 
to start doing that and looking to enrolling on umm a course starting in September, 
she’s got no qualifications at all, you know she was appropriately distressed at the 
ending of therapy but also appropriately, kind of, much more her actual age, you 
know much more like a young adult, umm sort of trying to find her way in the world, 
.erm anyway I told her I’d write the letter and I read it out to her in the session, one of 
you two suggested doing that, I cant remember which one of you it was, and I did that
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50 (.) and at the end she said that was absolutely spot on and she really felt that it (.) it (.)
51 it captured her experience (.) of the therapy .and she said it, I cant remember what
52 word was that she used but she said it kind of really validated it, because it made her
53 realise it wasn’t all just in her head, that you know somebody else could feed it back
54 to her in that way, that she could have it in writing as proof that it come from
55 somebody else, .it really worked incredibly well, thank you very very much (1.7) it
56 was a good ending, .and also I think almost the first good ending she’s ever had in her
57 life and that’s one of the things she said, she thought therapies a, she didn’t use the
58 word model, I guess she might of done, she might have said role model, that she
59 found therapy is a role model for her to have healthy relationships, and I said it could
60 be a model for better endings as well,
61 Elaine: it’s a CAT style letter?
62 Nick -  a bit of both wasn’t i t , ... a bit of blue print CBT
63 Clive -  well its, what is the term for it in CBT? It (.) it (.) i::t’s An ending letter is
64 considered appropriate for PD work, but it’s it’s (1) remarkably similar to to the CAT
65 approach as well, we are talking about similarities between how all these models
66 could could interact, I don’t know what the proper term for it is in CBT
67 Nick - I felt that reading it is probably as important (.) as her experience of that, I
68 also found it quite emotional emotional when I’m reading something to somebody (?)
69 its quite meaningful in that sense as well,
70 Elaine -  you gave her a copy?
71 Diana - 1 gave her the original, yeh. (1) it was interesting because I anticipated
72 getting quite emotional and I thought, when I got to the bit when I said how I felt,
73 ... .when I said I had watched her progress with respect and delight, that I might get
74 quite upset, but to my surprise (.) I didn’t, because I’m quite aware that I will miss her
75 too, you know I really enjoyed working with her, its felt like its become a good
76 parenting exercise almost,
77 Nick -  (faint laugh)
78 Elaine -  it is interesting how some people, although they’re really difficult they draw
79 on parts of ourselves that feel (.) very worthwhile and interesting and I think we do
80 we miss that contact don’t we, (?) there has been great....
81 Clive: the strange thing about therapy isn’t it, is that in most relationships in life if the
82 relationship is going through a good phase (.) we have more interaction and it builds
83 on that and in therapy (laughs) therapy ends when you reach a stage when the person
84 is going through a better phases and that’s it, goodbye and it’s the most peculiar,
85 peculiar relationship, (2) can I follow up from that directly unless there is something
86 else you need to, ed do you mind? (1) I’ve been working with another borderline
87 personality patient slash PTSD who err.. Anyway and we’ve done a lot of work
88 recently on self esteem, and I’ve been using Melanie Fennels book on standard self
89 help CBT book on self esteem, which I’m getting rave reviews strangely from 3
90 patients all of whom have a BPD diagnosis and lots of other people have read it and
91 thought it’s a bit mechanical and a bit basic yeah, my you know BPD patients seem to
92 really love it, I think partially its because it encourages them to do written
93 formulations with the therapist (.) of how their presenting difficulty and it also gives
94 lots of examples of other people who they can then use as a mirror and they can say
95 that reminds me of aspects of my difficulties and (.) my limited experience of BPD is
96 often one of their difficulties is around insight and they are almost blind to their own
97 presentation so the written form is effective (?) so it follows on as we are writing a
98 life story at the moment which is kind of similar to an ending letter but you often
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99 you’ll write out the life story so they can have a greater understanding of what version
100 of narrative of where they are at (.) but the question I had was and I’ve seen this
101 patient for 20 sessions, and they said to me the other day, (.) em (2.5) I wish you be
102 the, errr let me see if I can get it right, (2) T wish my father had been like you, and I’d
103 been er listened to and cared for, by my dad in the same way’, .and on the one hand 11
104 I could sit here and ...go, ok, I do think therapy could be about re-parenting, .and I
105 thought it also says to be actually we have got a a good therapeutic relationship and
106 there is there is trust and there is growth and I noticed a lot more positive work has
107 been going on in my sessions, much better with homework and much better with (.)
108 disclosures is much stronger, and 1111 think my comments at the time was was that
109 sometimes therapy can be about re-parenting difficult issues and the like but I left it at
110 that for some sessions now, but my question is, if somebody said that to you in a
111 session, or an equivalent of a mother type figure, would you have used, would you
112 have explored that further because I’m quite aware that I’ve let it, kind of accepted it
113 and let it go (5)
114 Elaine: I think it depends on the quality of the interaction (?) (.) sometimes its useful
115 to explore it further it’s really meaningful, but at the same time it could just be
116 understood and you go off on another tangent (3)
117 Nick - 1 think. I’m starting to do a bit more now, .coz I used to think. Id have to come
118 in with an interpretation that sort of say maybe its difficult to talk about the loss of
119 your father and this might be a way to, whatever, but its quite difficult, you know,
120 think about what what she trying to communicate, what she is comminicat (?)issues
121 around what loss and bereavement (?) needs to talk about (.) but what I’m trying to do
122 a bit more in the session is saying back how they may be experiencing (.) me and then
123. see what they do with that its sort of like a linking coz then you could sort of see if
124 there is an underlying, if there is something underneath that, what that is, .1 don’t
125 quite know how I would do that though, but sort of sort of maybe feedback something
126 about not having had a father that you once, is quite important, have ideas about how I
127 would be as a as a father and maybe coming out with any ideas she has around that, (.)
128 so you’re using yourself as something that she is projecting on to, not just for yourself
129 but to understand what’s going through her mind at any one time, and that can deepen
130 understanding about (.) her ideas of fatherhood and how she experiences you, and
131 transferential stuff, that’s how I would do it more now I think, (.) rather than assuming
132 that I knew what that communication was about, it could go in all kinds of different
133 directions couldn’t it,
134 Elaine: I think I would want to know more about the process of internalising that, as
135 that seems a very positive thing, along with what else is going on and how to help the
136 person build on that, I think I’d use that in a positive way to help them with their
137 everyday life, with a sense of themselves (.) and (.) and their goals, their goals.
138 Nick: I’d, I’d be thinking around that, in terms of (.) internalising, basically I’d be
139 thinking it was a really good experience. I’d sort of encourage that actually because
140 I’d think people might be a bit embarrassed about coming to a professional for my
141 own therapy sessions, and therefore I shouldn’t be fantasising about, wouldn’t it be
142 nice if they were my father, so .1 think normalising that and sort of going with it might
143 be helpful,
144 Elaine: It wouldn’t surprise me so much (.) as working in object relations if
145 somebody said that about you parenting me this way, (.) I wouldn’t find that so
146 surprising, (.) because we would have been talking about (.) early object relations, and
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147 what they had internalised, and I might have mentioned the internal working model
148 template and what had been re-enacted, so (?)
149 Nick: also I I I  sometimes think that I don’t know I won’t go into that with a client in
150 detail, but with a client you sort of saying quite positive things about me but how to
151 get to some other stuff as well, (.) she’s able to say well in the past I used to think this,
152 I used to think you were fraudulent therapist and I was just an experiment, and you
153 were trying to see, but with that there were fantasies that she would get really quite
154 unpleasant and nasty, and she felt some warmth in the room with me, and she felt she
155 would jeopardise all that kind of stuff, and so (.) I had no idea all of that was going on
156 as well and I tried to unpack that a bit, suddenly you are stumbling across something
157 that seems really quite important, you know
158 Clive: it’s a, it’s a catch because on the one hand, we, first of all the father is still alive
159 (1) secondly there is ambivalent relationship with the father (1.5) she feels that he was
160 very rejecting of her and was supportive of another sibling who was abusive to her, so
161 there is very much a push pull dynamic with father, there has been a running theme of
162 I don’t want to have anything to do with my father anymore, Aah but I do want to
163 have some sort of contact, why hasn’t he spoken to me recently, there has been a
164 constant push pull, but but but kind of rather than kind of concentrate on that, we have
165 been very much concentrating is that sense that she is now (.) grown up, that she’s a
166 voung adult, very much concentrated on the idea of going to college and getting a
167 career, looking at her current relationships, and reducing self harming behaviour, and
168 reducing other self damaging behaviours, and (.) the general feedback from all other
169 professionals involved is that she has made some quite significant strides in recent
170 months, I don’t think that is to do with me as much as much as lots of intense
171 involvement from lots of lots of different people, I suppose (1.5) because to ah extent,
172 when I start a session she then spends ten fifteen minutes having a diatribe about
173 various different relationships, whether it is her sister or her dad or how she felt about
174 ; her mother, what I actually had done after a few sessions was (.) I stopped actually
175 exploring that with her and I’d let her have (.) her diatribe and I’d almost treated her
176 perhaps wrongly, rather like a (.) a (.) young teenager who has vented, I hadn’t
177 engaged with it other than listened to it and then carried on doing whatever work we
178 were doing the week before, and been very much kind (.) of solution focused and
179 problem focused and looking ahead and very much emphasising the skills that she
180 had and concentrating on (.) a lot of her very self critical cognitions so its very much
181 if she had been venting about a member of the family then I’d pick up on (.) would be
182 where she could reinforce core beliefs where she would say my (.) father has rejected
183 me again and (.) why do I keep doing it. I’m always the stupid one who keeps on
184 going back to him, what I pick up on is the is the I ’m always the stupid one. I’m
185 always the ugly one, but I’ve almost put to one side there. I’m almost not going into
186 issues about (.) your relationship with your dad, simply because this has been running
187 for so many years, what I’m trying to do is is (.) is kind of foster a sense of
188 independence that’s the bit she seems to have liked, you know, you have listened to
189 what I am saying, and you’ve taken an active interest in my career an active interest in
190 what I might become (1) but my concern is am I, in the long term am I doing an
191 injustice, (.) an injustice there, because I want to break this cycle (.) of someone who
192 has been in and out of mental health services since, you know from (.)about the age of
193 11 or 12, and has been in the 9 or 10 years subsequent to that, (.) but its much more
194 solution driven and empowering and positive self statement but I’m wondering
195 whether I’m missing something.
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196 Diana; I don’t know it sounds like you are also modelling a relationship that can
197 withstand all the crap that she hurls but not getting dragged down by it, (3) you know
198 because you said you don’t go with the repetitive stuff about you know, this
199 relationship being crap and that relationship being crap what you’re picking up on is
200 the underlying assumption (.) .about herself and working with that and she is getting
201 some positive results by it .so I mean I think there are many different routes to get to
202 Elaine: I agree I don’t think you need to work with it directly in order for it to be
203 experienced, being acknowledged, you’ve received that, you know, I think that does
■ 204 help
205 Nick: its also containing isn’t it, just that experience, I I I  () don’t know, when
206 somebody rants away for 15 minutes or so, I think coz I think you are picking up on it
207 aren’t you but not in the nitty gritty of that particular incident but you’re extrapolating
208 from it broader themes, which I’d have thought that’s quite (.) a therapeutic
209 experience of going though the same shit and going through this particular week it
210 feels as though this is the end of my world because I’ve just had an argument with my
211 friend and then you realise well actually this is something I’ve been through many
212 times, and the same nuts and bolts are there and I guess that’s quite reassuring as well,
213 because you’re chipping away at those broader issues rather than getting entangled in
214 their, but subjectively I would guess when she comes in .and she sort of its right at the
215 forefront of that particular incident seems to be more be all or end all (.) she’s
216 probably, as you say, a bit adolescent
217 Clive: I’m afraid its (?) in some ways she reminds me of my own daughters, although
218 they’re 5, there is like, its like when my daughters having a temper tantrum, and I
219 can’t, I listen to it but there is no point in me engaging with it it gets no where and
220 eventually we will distract and we will, we will go somewhere else, there is no point
221 in engaging it exactly () wolves in the wood or not (.) the issue is that there is distress,
222 and also I’m very aware that I do feel very paternal. I’m old enough to be this (2)
223 clients father, you know, it’s, and maybe thats, maybe that’s apparent, you know you
224 you, I suppose my concern is (2) if it came up again, I suppose its something I might
225 come back to but (.) the reality is erm I don’t know how helpful it is to get enmeshed
226 in what is a very dysfunctional family, I could make an interpretation about it but
227 what I could then imagine happening is this patient coming back and taking that back
228 to her actual father or making unhelpful comparisons all the time, which might even
229 undermine the the limited relationship she has with her dad,
230 Elaine: unless you talk about it and clarify that (.) and help her to deal with () father
231 which are real, you can hear those can’t you (2)
232 Nick: yeah, if you’ve been in mental health services since you were 12, it would be a
233 legitimate question to think what happened to my life, it would be different even
234 though she’s early in her life but, to be, how would my life be different if it wasn’t so
235 chaotic at home, because she, (.) it sounds like you’re saying she returns to the father
236 as well, so that’s quite important, so its wanting to restore something (.) with the
237 father, I mean there’s potential ways of understanding that, she might want to restore
238 it or she might want to cut her losses and leave that and move onto to other things,
239 develop her own identity,
240 Elaine: to face the limitations of it, (.) seems important doesn’t it,
241 Clive: see, she went through a phase of truing to cut all contact with her family, and
242 then that fell through the way side, and for mb its about very much, (.) fostering a
243 relationship with appropriate adults who aren’t, who aren’t service users, or aren’t
244 directly related to mental health, so I’m encouraging her to engage, I suppose its an
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245 issue I’ve often found anyways is that we encourage so many of our patients to be
246 involved in er (.) outpatients, various hospital groups etc and I don’t actually think it
247 does the world of good at times, what it actually does is surround the clients with
248 service users or mental health professionals and I think that that can actually
249 reinforce, reinforce some of there, reinforce some of their difficulties, but its, I mean
250 for me, I suppose my hope is has she engages more when she does a lot of football for
251 example, does a coaching course, she also gets a lot of encouragement from social
252 services, because she’s in, (.) she’s still living in sheltered accommodation, I suppose
253 my thought is as she builds up more age appropriate adult relationships which aren’t
254 dysfunctional, (.) then perhaps the difficulties in her actual family will reduce
255 anyway, as opposed to actually coming back and actually concentrating on whether he
256 was a good enough father and any projection onto me etc and that’s not, if anything
257 that will take her back into trying to repeat old damaged, her family is so
258 dysfunctional anyway, you know clinically the best thing to do would be to have no
259 contact, (.) but she is always going to have contact with her family because that is
260 important to her, so rather, (.) I’m thinking rather than comparing good father bad
261 father perhaps, that could be more damaging=
262 Elaine: =look, that’s where we have to tailor our approach to the individual patient, I
263 mean you have to assess (.) what sort of techniques to use and draw on that, you can’t
264 just use (.) a model and that’s it, you’ve got to use your clinical judgment, (.) which at
265 a certain stage has happened, at a certain stage can be quite intuitive, think about it
266 and use your judgment (1)
267 Nick: that’s right because for me it would feel really important (.) to explore the stuff
268 around the father in someway or another, thinking thinking also from a Jungian point
269 of view, and that’s one of the things isn’t it that if you haven’t had an an experience
270 you are constantly looking for it elsewhere, if you haven’t had a good father you are
271 looking for it in partners, or and that can become really problematic because
272 sometimes that is idealised and not rooted in reality and it might be different sort of
273 stuff that you’ve seen on t.v or wherever, that’s what an ideal father would be like,
274 that’s what I should have had, and then that could become quite difficult
275 Elaine: so then Clive could use that to help her think about what kind of relationship
276 she might need (?) and maybe if she is aware of that maybe she could sense what kind
277 of work, how old is she?
278 Clive: twenty? Twenty yeah
279 Elaine: yeah so she needs to be thinking about that really, relationships that don’t re-
280 enact actual father (.) but capture something of what she has experienced with you
281 just looking at therapeutic ways
282 Clive: see I’m hoping that. I’m thinking it comes naturally anyway, as she builds her
283 self esteem, as she starts to understand her patterns and behaviour I think (.) she will
284 start (.) she will start to let go of some of the labels that have been put onto her, by
285 family members and by mental health professionals etc over time, its just that, I hear
286 what you’re saying, I talked about (.) the metaphore is silly. I’ve talked about it rather
287 like scabs because she self harms a lot I said its rather like having a very (31:13) big
288 scab and if you peel it off the skin is really sensitive and there can be a degree of
289 pleasure at picking at that scab, but none the less the skin does not heal, so sometimes
290 going back over and over and over and talking about (.) this past hurt that’s done to
291 you doesn’t allow the healing process and that that kind of, sometimes its best just to
292 let it lie, its my metaphore to let sleeping dogs lie, there’s been to much picking,
293 picking, picking.
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294 Elaine; (?) being more concrete, you know she’s only twenty, so what she might be
295 thinking of in future and past relationships (5)
296 Clive: its interesting, she ended a relationship recently with a mental health service
297 user, (.) and I was quite struck at the immense amount of relief that I felt that this
298 relationship had ended, (.) and I’m sort of thinking whoo, my client a service user,
299 I’m not putting that label onto it, but I’m immensely relieved that she’s not going out
300 with another mental health service user, (group laughter) she can go out (.) with
301 somebody that she deserves, I must admit, there is that thing of, boy that was quite a
302 parental ,
303 Elaine: but that’s ok, because she will be picking that up from you, in a way,
304 indirectly she will have that sense of it, and she’ll find that very encouraging and (.)
305 containing, (2)
306 Clive: thank-you, that was er, that was useful
307 Nick: I was thinking also about, coz sometimes taking the lead from the client, sort of
308 having the client explore it and sort of see what happens, that is also something you
309 have to decide isn’t it, I think part of what you’re saying is, part of your dilemma is,
310 do I go down that route and., and., and amplify it, tease it apart and get really caught
311 up in something, or do I sort of guide it in another direction, because my natural
312 inclination would be to try and see what comes up, but maybe you need to be a bit
313 fore thinking as well isn’t it in terms of where might it lead, is that going to be helpful
314 in terms of the approach that I’m using and how long I’ve got with this client, I tend
315 to find that the more I do it, I go with where the client is at and try to explore the more
316 it gets complex and the emotions start to come out more and that maybe that’s a good
317 thing if you’ve got time you would be emphasising it (.) but it’s not always a good
318 idea is it,
319 Elaine: not in the NHS, not always, (1)
320 Clive: in fairness. I’ve been given a long run with this particular client and in reality,
321 you know traditionally she would have ended, the normal, she would have reached
322 the maximum of sessions just as we were beginning to (.) engage and for her to feel
323 safe enough to
324 Nick: I think that’s also a realistic time frame isn’t it,
325 Diana: it is definitely
326 Nick: we are getting a lot (.) like that, I think it is, we just need to be a bit more
327 flexible with the way we are working,
328 Diana: I think the system is really much more flexible now I think maybe because the
329 degree of complexity and severity of the number of referrals has gone up remarkably
330 in the last several years, (2)
331 Clive: anything else. I’ve taken up your time,
332 Elaine, what’s the time, its twenty to one
333 Nick: we usually go till one 0 clock
334 Diana: I thought its half past twelve, one 0 clock
335 Group: its one 0 clock
336 Elaine: shall we do a quick case then,
337 Nick: shall I?
338 Diana: 111 use this opportunity to get another tissue (3)
339 Nick: .. .some details, I haven’t prepared it, but
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Nick: that was on my mind, I think if there has been anything that has been 
therapeutic, but I’m not sure what I’m doing for her, I think that she did find it quite 
helpfiil that someone did say, well lets just go with this and this is what you need and 
I’ll try to sort of respond to that, and I think that in itself is something she finds 
therapeutic, well she said that’s what she she finds, (5) what I find she does, its 
probably synonymous with Jung (?), getting angry with being let down by the latest 
health professional, (/) and I find that my responses to her, I sort of get very er, bored 
and a bit sort of sleepy, a bit irritable, with her which is uncanny, because some of the 
stuff she says is quite heart rending. I’m quite surprised actually at how I feel quite 
callous and detached and she’s sort of pouring her heart out and I just feel nothing 
much in particular at all and=,
Elaine: =I’m just thinking because I’ve got a patient who is terminally ill with cancer 
and she describes how cold and callous the oncologist is and how shocked she is and 
I’ve been thinking about that about how medics deal with dying patients, (.) and I 
wonder if it some protective automatic switch off=
Nick: =could be
Elaine: if we do feel concerned, why would anyone go into that field if they did not 
really care about cancer, then how do you deal with it, (.) how do you as an individual 
deal with that, so may be that’s the bit of you that is sleepy and cut off,
Nick: could be, I think that could be right, (2)
Elaine: but you wouldn’t show would you in the session, because you’re the therapist, 
you’re aware and reflecting on how you are, coz I’ve heard with the oncologist. I’ve 
heard that before, that err perhaps they are not reflecting on how they are with their 
patients, they show their coldness in the way they report the facts,
Nick: yeh could be, I think what overlaps there possibly is a sense of powerlessness, 
she’s probably going to die before to long, I don’t know how long but how she can’t 
do anything about that I can help her think about, I mean although she doesn’t talk 
about that so much, about her her mortality and stuff, it is the nitty gritty of each 
individual crisis that she has.
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392 Laura: maybe that’s what’s keeping her away from really addressing that side of
393 things,
394 Nick: yes
395 Laura: while she’s so confused by what the professionals have done and what’s
396 happening to her there and then, it’s not really addressing the underlying issue about
397 death,
398 Diana: it fits in with the boredom of the therapist because it often informs us of (?)
399 and I was thinking also from the therapists point of view you’re (.) not being given
400 anything you can work with, you’re just being a dumping ground, you started to say
401 that in your introduction, she needed someone to talk to about how she (?)and that’s a
402 valuable role to perform when you start therapy, .but it needs to be worked with to
403 transform it into something
404 Nick: well what she said is that she finds it useful to stop her and say what’s going on,
405 because 111 be quite open with her, that she seems to be talking quite a lot about about
406 a particular thing when she is crisis mode and she said she finds it really helpful that I
407 stop her this way and its I suppose its part of that presentation her life is .quite chaotic
408 as well so there is plenty of material she can present each week, (?) her daughter, coz
409 she was at home and the police broke down her door literally broke down her door
410 and took her daughter’s partner away on a murder charge, so yeah,
411 Diana: like a soap opera isn’t it (group laughter)
412 Nick: yeah, there is loads of stuff
413 Clive: What does she want from therapy?
414 Nick: (7) I think she wants to get in touch with (.) with her (.) with (.) her feelings,
415 because that’s what she says is reallv (.) helpful when I try to stop her and (.) and
416 think about that, she knows there is (.) stuff from her past that she needs to sort of
417 address, and how she’s been sort of dealing with it, (.) and she talks about her .her
418 anger actually, that she’s used her anger a lot as a way of (.) surviving what she (?)
419 umm but its not just working anymore, she still presents with a lot of anger=
420 Clive: =but I mean, what does it mean you know when she says she wants to get in
421 touch with her feelings, what does that, what does that actually mean? You know,
422 what would be the purpose of achieving (.) achieving that?
423 Nick: (3) Well, maybe she would be a little less frantic, you know=
424 Elaine: sorry, if I was (.) dying, I wouldn’t want to get in touch with my feelings, (2)
425 umm (?),
426 Clive: so this is (?) a follow up of (?) previous on the one hand (1) on the one hand
427 I’m dying and I want someone to witness my distress, but underneath that I’d want to
428 work on (.) you know, what do I want to (.) do in the limited amount of time I might
429 have left, are there any particular like life tasks or unfinished business, (.) we’ll talk
430 about that (.) and I’m quite, kind of I’m quite, outside my. I’m quite (.) my internal
431 world is not overly complex, and as an individual I am quite outside (.) for some
432 people it is more about their kind of about their inner kind of fantasy (.) but I mean
433 that would be...
434 Nick: No, I don’t think there is anything particularly there that she feels I’ve got to do
435 this before I die or (.) anything like tha t, I don’t think that’s what it is=
436 Elaine: =She sounds as if she’s sort of fairly engaged with the work at the moment
437 and the issues, is that it?
438 Nick: that as well, I mean most recently she’s come off umm .methadone, coz she’s
439 actually stopped the substance misuse coz she’s you know (.)
440
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450 she doesn’t know why she but just feels
451 extremely tearful all the time, and extremely angry .and it is really just a matter of
452 trying to explore (.) why is that why are you feeling particularly angry
453 Diana: But but, (.) I’m quite surprised in the context of all this, and I know this
454 patient, a lot of times we have spoken about it, and you’ve said before umm (.) I was
455 quite surprised to hear you say that you didn’t think she didn’t have something she
456 wanted to do before she dies, because what I’ve been hearing is that she needs to
457 process all this stuff about this hideous history and death is the great motivator isn’t it
458 and its because we know we’re going to die that we do stuff I mean and she’s got it
459 much more in the face than most of us most of the time and I do wonder if some of
460 this talking about every single little incident (.) is a sort of holding off a
461 procrastination, I wonder if on some (.) fantasy level (.) it’s like if she doesn’t engage
462 with the things she needs to do then she can’t die,
463 Nick: mmm.. the first bit I think, I , sort of thought about, the other bit I hadn’t, when
464 I said there wasn’t anything .you know what I meant was I was picking up on what
465 Clive said on the external focus and the inner world I don’t think she’s got a list of ten
466 things, ten books, films she got to see before she dies
467 Diana: no (group laughter)
468 Nick: I think it is, I agree its around that, the last session I saw her (.) she became
469 really tearful, she said I’m feeling a sense of grief and I don’t know, there’s nobody
470 who has died, and in some way she said I’m grieving for myself. I’ve had a really shit
471 life and you know even my daughter is going through and how is she going to do that
472 I used to think that was the one thing that was meaningful and now... its quite
473 heartbreaking and when she gets there the emotion it really is far from boring but its
474 her fantasies about doing that=
475 Elaine: =see that’s what she was coping with see obviously the substance misuse was
476 blocking her off from all of that
477 Nick: yes
478 Elaine: and now she’s got back its all welling up in her but perhaps while she is
479 talking to you in that way and you (.) find it very boring thats another way for her to
480 not face the issues and just you know lethargic just talking about what she’s had
481 before and every now and then it becomes (.) real,
482 Nick: yeah but when it becomes real I think for her it becomes=
483 Elaine: =overwhelming
484 Nick: subjectively very overwhelming and I think what I pick up on is the defence
485 that she is going through, she (.) and I think you’ve probably captured it that sort of
486 sense that I .need to feel I’ve got some kind of resolution and I (.) can experience
487 myself as alive before I can (.) die actually, and that said, I don’t know I don’t want to
488 feel shit and I think that’s probably where it is at.
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489 Diana: but that is the big truth isn’t it, people who are most afraid of death are people
490 that haven’t been able to live, or too afraid to live, or whatever
491 Clive: (5) .a patient said to me the other day, after he had come off the medication he
492 had been addicted to for thirty odd years, and they said err I have come off the
493 medication but the problem is now that I have come off it I’m not sure I like the world
494 I can now see, and I think often it is described that our sins have been medicated for
495 an awful long time
496 Nick: but she does, that’s what I find useful when she does slow her down, she gets in
497 touch with her feelings but (.) that is also something that she is really really afraid of,
498 (.) but I think it is a sort of parallel thing really, I mean when she starts to talk about
499 horrific stuff like the rape and stuff like that, it is, its terribly terribly sad and (.) also
500 the anger. I’ve sort of experienced some of her anger,
501 Laura: what’s her fears about looking at that stuff?
502 Nick: I think just that it would be too much, (.) too overwhelming and if she could
503 comment on that she would say I know what I’m doing, its good that you stop me
504 doing it because I’m not addressing the issue but she still leads me to do it
505 Clive: would it help for her to, I mean we are looking at someone who is potentially
506 terminally ill, (.) got hep B and C and final stage of liver failure and the odds are on
507 that well its pretty terminal isn’t it, liver transplant is pretty terminal, not much chance
508 she would survive a liver transplant anyway if she’s got
509 Nick: that’s another of the medical complications she’s got, that’s quite resonant,
510 because suddenly a (?) could have given her an atrophy but she doesn’t have any
511 more because they said its too complicated too risky,
512 Clive: dialysis is out of the question with her (.) as well
513 Nick: I don’t know
514 Clive: because then you could start to put a real scale of time because if at that point if
515 I had a limited time and I’ve had these horrendous experiences (.) rather than
516 examining those unless they are intruding specifically, intruding nightmares ,
517 flashbacks or whatever it might be, perhaps looking at other ways on a practical level,
518 of reducing anger, handling anger looking at how she is directing it, (.) is she some
519 one who may benefit from meditation, is she someone who may benefit from tai chi,
520 something which can foster an inner calm for her as opposed to possibly, I can fully
521 understand being angry with the medical professionals (.) but is she just projecting on
522 to them anything she can see, she might be able to lash out or attach her anger to,
523 Nick: yes, well its er I hadn’t thought about, but certainly the way I would work is to
524 get to the bottom of where the anger comes from, and whether she wants to come out
525 of it. I’m assuming I think she does want to she knows she’s got to go through that
526 process but maybe in erms of how much time she’s got left
527 Clive: I understand where anger comes from because I think that is critical with anger
528 but then it comes. I’m probably wrong but I’ve always had a funny view about anger,
529 you know we talk about venting anger and letting it out, (.) well my action is always
530 been there isn’t an angle on my body, there isn’t a particular part of my body which is
531 filled with anger and needs to be open up and emptied out for me anger is a normal
532 emotion which can be very appropriate or inappropriate at times but there isn’t a well
533 of it per se, we need to understand what our triggers are, how we handle it, errr (.) and
534 how it can be reduced or coped with when it occurs, it might be simplistic, (.) but for
535 me the idea that we open the (.) old wounds and vent I suppose the fact of the matter
536 is you only open a wound when it’s got puss in it, (.) other wise if its healed over, let
537 it be.
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538 Group: (talking over each other)
539 Diana: its full of puss isn’t it
540 Laura: yeah
541 Diana: there are infected wounds all over the body and literally and metaphorically
542 Elaine: (2) somebody like her who has masses of anger (?) couldn’t bear to think
543 about so she has to medicate herself
544 Clive: my interest then would be around responsibility and shame and guilt and
545 whether Q  whether she’s appropriately internalised, (.) if my dad pimped me, what
546 does that say about me, (.) because I very rapidly when working with someone, say
547 what does that say about him, but you know how does it feel to be:: abandoned and
548 betrayed in that way and are those things, and how many times do you get the patient
549 who comes in and says (.) my dad did this to me. I’ve ended up with an abusive
550 partner, therefore I am rubbish and shit and whatever (.) as opposed to I went into an
551 abusive relationship because I had a terribly poor self image which was (.) an
552 internalise view of my dad, who taught me about myself,
553 Nick: yeah, for me, yeah, I don’t know what it means to her but I think (.) the notion
554 of feeling forsaken seems to come up quite a lot, you know the medical profession lets
555 you down, your father lets you down, and how that feeds into me as well, I mean one
556 of the other things she says is gets quite toxic is when she vents her feelings and stuff
557 so there might be a protective thing towards me as well there,
558 Diana: yeh it is quite difficult from the medical profession, maybe they let her down
559 but her Dad did more than let her down he saw her as an object for trade, rather than,
560 a business deal I assume, rather than a person with intrinsic worth in themselves,
561 which I think is quite different, which does tie up with what you were saying about
562 what the fantasy might be that people behave in quite a cold and callous and detached
563 way, but I think they are different
564 Nick: rationally they are different=
565 Diana: =yes but in a way that might be one useful (.) piece of work you could do with
566 her help her to distinguish=
567 Clive: =that’s where it gets interesting, my little sister is a doctor and I could
568 remember, talking about how you handle patients that have died, years ago, and I said
569 I think its important to have humanity and I think its important that you have therapy
570 and she said we were always taught to treat people like meat, she said treat them as a
571 diseased liver not a human being, it’s a diseased liver, that way you don’t worry when
572 they die, now I’d say a lot of, ok maybe its my fantasy but when you work with
573 people that die a lot, I don’t think people go to oncology because they have a desire to
574 heal cancer, I think they go to oncology because they have an interest in cancer, they
575 are interested in the phenomena, in the same way that I’m aware at times that with my
576 PTSD patients, I can think, oh what an interesting PTSD patient, that’s a really
577 interesting and unusual symptom, as opposed to this is a human being having a
578 horrendous experience, so when you talk about (.) is it possible her dad used her as a
579 piece of meat, dad used her to make money from, to an extent, there are times that we
580 kind of treat patients as an object as a piece of meat, maybe that’s
581 Nick: I think that’s=
582 Clive: =would you have control over him, that sense of life and death I have control
583 over you because I’m going to give you this treatment or not give you this treatment, I
584 can’t help you now, off you go, is it that, (.) kind of powerful adult figure helpless
585 child looking at you as a piece of meat, (.) child you’ve got an adult figure using you
586 (.) well I don’t know whether that’s what’s resonating=
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587 Nick: =well its usually around medical complications, they’ve given her the wrong
588 medication and put her more at risk but there I think it does overlap a bit more with
589 the father=
590 Clive: =the lack of care, or perceived lack of care or perceived
591 Nick: either negligence or it could be experienced as slightly homicidal he gave her
592 something that actually made her=
593 Elaine: =its interesting that people like that seems to have these experiences, what is
594 it, they kind of draw that out of people?
595 Nick: yeah no I agree with that but it’s the transference as well isn’t it?
596 Elaine: that she perceives it that way, maybe it wasn’t maybe sometimes that’s all the
597 medical profession can do is perceive which is useless
598 Diana: but maybe also there is a counter transference, think how often borderline
599 personality disorders create complete chaos across services so perhaps it’s a bit of
600 both,
601 Elaine: (1) but back to what you were saying about being interested in PTSD (.) it’s
602 not either or is it we can be really interested in and I can you know, this is really
603 interesting patient, this is fascinating (.) example I’d also want to help that person
604 Diana: yes it doesn’t have to be either or
605 Clive: sometimes you can over step and forget or you’ve had a very tiring day and
606 this is the fifth or sixth person you’ve seen and its=
607 Nick: =I think its also useful to parallel with the medical profession if you feel, there
608 is things that you can do, but ultimately this person is in a very difficult experience
609 there in a very life threatening, its really bad situation to be in , I think that can tap
610 into the counter transference .and that may overlap with medics as well, I think
611 medics do struggle sometimes in terms of that they are not omnipotent and I think
612 that’s when we become aware its not that I can’t treat you it says something ahout my
613 potency its (.) something that’s completely detached I think that can happen as well
614 Elaine: actually they do want to heal, and not being able to it can be distressing and
615 they feel useless and then how do they deal with that I wouldn’t want to be in that
616 position, and I don’t do medicine
617 Nick: I think its dichotomous isn’t it, coz if you’ve got that control over life and death
618 that’s quite an alluring position to be in, quite a powerful one, but the flip side of that
619 is when you’ve got no control over that then you’re at this complete opposite=
620 Elaine: =we see people who are terribly, terribly, emotionally distressed, we see that
621 pain, try to work with it, and we are not being able to make a difference,
622 Nick: and I think that’s exactly the parallel I’m experiencing with the doctors
623 Clive: one of my big question for her would be, if your health is deteriorating (.) who
624 would be looking after you, (.) as you approach death do you have support what
625 support, would a hospice be (.) issues
626 Nick: yes, yes
627 Clive: but that must be a crucial one
628 Nick: yes
629 Elaine: thank you very much everybody
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Appendix 5
Appendix: transcription notation
The form of notation used throughout this book was developed by Gail 
Jefferson, A moi^ complete description is found in Atkinson and Heritage 
(1984).
Extended square brackets mark overlap between utterances, e.g.:
A: Right r so you 
B: ^Tm not sure
An equals sign at the end of a speaker’s utterance and at the start of the
next utterance indicates the absence of a discernable gap, e.g.:
A: Anyway Brian=
B: =Okay, okay
Numbers in brackets indicate pauses timed to the nearest tenth of a second. 
A full stop in brackets indicates a pause which is noticable but too short 
to measure, e.g.:
A: I went (3.6) a lot further (.) than I intended
One or more colons indicate an extension of the preceding vowel sound, 
e.g.:
A: Yea::h, I see::
Underlining indicates that words are uttered with added emphasis; words 
in capitals are uttered louder than the surrounding talk, e.g.:
A: It’s not right, not right AT ALL
A full stop before a word or sound indicates an audible intake of breath, 
e.g.:
A: I think .hh I need more
Round brackets indicate that material in the brackets is either inaudible 
or there is doubt about its accuracy, e g , :
A: I (couldn’t tell you) that
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Appendix 189
Square brackets indicate that some transcript has been deliberately omitted, 
Material in square brackets is clarificatory information, e.g.:
A: Brian [the speaker’s brother] said [ ] it’s okay
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North East London W.ImPI
Mental Health NHS Trust
Research and Development Department
1®* Floor 
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* Goodmayes
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Friday 14^ ** March 2008
■Miss-AmyLucas ' .....................-..................- ■ ” '  -------
11 H olly Park  
London 
N3 3JA
Dear Am y,
RE: Discourses o f Decision Making within a Psychology Team within the NHS
I am pleased to confirm that the above named project has been granted R&D approval and 
indem nity by Professor OrreU, Director o f NELM HT Research and Developm ent Department. 
Good luck with the project.
Yours sincerely,
Sandeep Sandhu
R&D Academic Administrator
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Appendix 7
Supplementary Material 
Information & Guidelines for Submission of Article to Counselling Psychology 
Quarterly
Journal Aims & Scope
Counselling Psychology Quarterly is an international interdisciplinary journal, 
reporting on practice, research and theory. The journal is particularly keen to 
encourage and publish papers which will be of immediate practical relevance to 
counselling, clinical, occupational, health and medical psychologists throughout the 
world. Original, independently refereed contributions will be included on practice, 
research and theory - and especially articles which integrate these three areas - from 
whatever methodological or theoretical standpoint. The journal will also include 
regular international peer review commentaries on major issues.
As well as original scholarly articles, case studies and brief communications, the 
journal publishes reviews of books, audio-visual aids and software. It also includes a 
digest of relevant papers from other major journals.
Key features
■ original scholarship from diverse methodological and theoretical 
standpoints
■ independently refereed by a team of experts
■ regular and extensive commentaries on topical issues
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■ in-depth reviews to keep readers informed about the latest books, 
software and audio-visual aids
■ special issues devoted to key areas of current concern
■ a forum for all branches of applied psychology
■ indispensable for all professionals concerned with psychological well­
being.
Instructions for Authors
***Note to Authors: please make sure your contact address information is clearly 
visible on the outside of all packages you are sending to Editors.***
Manuscripts should be sent either to the Editor, W. J. Alladin, Centre for Work 
Stress Management, Queensway Business Centre, Scunthorpe, North Lincolnshire 
DN16 3RN. E-mail: wialladin@aol.com. or to William J. Lyddon, Department of 
Psychology, University of Southern Mississipi, 118 College Dr. #5025, Hattiesburg, 
MS 39406-5025, USA. E-mail: William.Lvddon@usm.edu
Manuscripts may be in the form of: (i) long articles (not exceeding 5,000 words); 
or (ii) short reports for rapid publication (not exceeding 2,000 words).
Original papers whose substance has not been published elsewhere can be considered 
only if three complete copies of each manuscript are submitted, and all submissions 
will be sent anonymously to referees. Manuscripts should be typed on one side of the 
paper, double spaced, with ample margins of at least one inch. The first sheet should
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include the title of the paper, name(s) of author(s), and for each author academic 
and/or professional qualifications as commonly used by the author, main appointment 
and address. The second page should repeat the title, and contain an Abstract of not 
more than 200 words. The third page should repeat the title as the heading to the start 
of the main text of the paper. All pages should be numbered. Proofs for checking will 
normally be sent to the first author, to whom any correspondence and offprints will 
also be addressed. Footnotes to the text should be avoided wherever this is reasonably 
possible.
Short communications and case reports normally limited to four journal pages 
(approximately 2000 words including tables and references) will be published in the 
next possible issue of the journal. They can cover matters of topical interest or work 
in progress.
References should follow the style of the American Psychological Association 
(Publication Manual, 4th edn, 1994) i.e. they should be indicated in the typescript by 
giving the author's names, with the year of publication in parentheses, e.g. Smith 
(1984); or if there are more than two authors. Smith et al. (1984). If several papers 
from the same author(s) and from the same year are cited, (a), (b), (c), etc. should be 
put after the year of publication. The references should be listed in full alphabetically 
at the end of the paper on a separate sheet in the following standard form with regard 
to the existing style of punctuation and capitalization:
BOR, R. & WATTS, M. (1993). Training counselling psychologists to conduct 
research. Counselling Psychology Review, 8, 20-21.
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DRYDEN, W., CHARLES EDWARDS, D. & WOOLFE, R. (1989). Handbook of 
counselling in Britain. London: Routledge.
SARBIN, T. R. (1986). The narrative as root metaphor for psychology. In T. R. 
SARBIN (Ed.) Narrative psychology: the storied nature of human conduct (pp. 3- 
21). New York: Praeger.
Titles of journals should not be abbreviated.
Illustrations should not be inserted in the text but each provided separately and 
numbered on the back with Figure numbers, title of paper and name of author. Three 
copies of all Figures must be submitted. All photographs, graphs and diagrams should 
be referred to as Figures and should be numbered consecutively in the text in Arabic 
numerals (e.g. Fig. 3). A list of captions for the Figures should be submitted on a 
separate sheet and should make interpretation possible without reference to the text. 
Captions should include keys to symbols.
Tables should be typed on separate sheets and should be given Roman numbers (e.g. 
Table III). Their approximate position in the text should be indicated. Units should 
appear in parenthesis in the column heading but not in the body of the table. Words or 
numerals should be repeated on successive lines; 'ditto' or 'do' should not be used.
Proofs will be sent to the author if there is sufficient time to do so. Proofs, including 
proofs of illustrations, are supplied for checking and making essential corrections, not 
for general revision or alteration. Proofs must be corrected and returned to the Editor 
within 3 days of receipt.
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Free article aceess: Corresponding authors will receive free online access to their 
article through our website (www.informaworld.com) and a complimentary copy of 
the issue containing their article. Reprints of articles published in this journal can be 
purchased through Rightslink® when proofs are received. If you have any queries, 
please contact our reprints department at reprints@tandf.co.uk
Copyright. It is a condition of publication that authors vest or license copyright in 
their articles, including abstracts, Routledge Ltd. This enables us to ensure full 
copyright protection and to disseminate the article, and the journal, to the widest 
possible readership in print and electronic formats as appropriate. Authors may, of 
course, use the article elsewhere after publication without prior permission from 
Carfax, provided that acknowledgement is given to the Journal as the original source 
of publication, and that Carfax is notified so that our records show that its use is 
properly authorised.
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